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This document presents witness testimonies and 
prepared statements from the Congressional hearing called to examine 
mental health trends for treating adolescents with emotional or 
substance abuse problems. Committee chairman George Miller voices 
concern that while insurance coverage changes and third party health 
care reimbursements are expanding in-patient psychiatric and 
drug-related hospitalization for adolescents, public and 
community-based mental health resources are becoming scarce. Other 
statements are heard from representatives Gerry Sikorski and Dan 
Coats, and from two panels of witnesses. The first panel consists of 
the director of the Center for the Study of Youth Policy, Hubert H. 
Hiunphrey Institute of Public Affairs, University of Minnesota, who 
discusses hospital admission criteria and program monitoring; a 
mother and daughter who describe their experiences with the 
adolescent mental health care system; and the chairman of the 
Department of Psychiatry at Children's Hospital National Medical 
Center in Washington, D.C., who outlines the problem of adolescent 
mental health care and explains existing admissions review 
procedures. The second panel includes the research coordinator. 
Center for Health Policy and Management, John F. Kennedy School of 
Government, Harvard University, who discusses the commercialization 
of the American health care system; the commissioner, Maine 
department of mental health and mental retardation, who advocates 
state strategies for providing alternative treatment plans; and the 
chief juvenile probation officer, Dallas County, Texas, who discusses 
the power and potential abuse of power exercised in psychiatric and 
chemical dependency programs. An extensive set of prepared 
statements, letters, and supplemental materials is provided. (NRB) 
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EMERGING TRENDS IN MENTAL HEALTH CARE 
FOR ADOLESCENTS 



THURSDAY, JUNE 6, 1985 

House of Representatives, 
Select CtoMMirrEE on Children, Youth, and Families, 

Washington, DC. 

The committee met, pursuant to notice, at 9:30 a.m., in room 
2257, Rayburn House Office Building, Hon. George Miller presid- 

'"feembers present: Representatives Miller, C^ats, Sikorski, 
Wheat, McHugh, Boggs, Wolf, Boxer, Johnson, and McKernan. 

Staff present: Alan J. Stone, staff director and counsel; Ann 
Rosewater, deputy staff director; Marcia Mabee, professional staff; 
Mark E Souder, minority staff director; Carol Statute, minority 
professional staff member; and Linda Belachew, secretary/corre- 

^^hSman Miller. The Select Committee will come to order. 

The purpose of this morning's hearing is to take a look at tne 
emerging trends in mental health care for adolescents, especially 
those youngsters struggling with psychological or emotional prob- 
lems, or with drug and alcohol dependencies. i,oo.j„<r= 

This year, the Select Committee has already held two hearings 
addressing the problems of alcoholism and its implications for fam- 
ilies Today, we will explore some of the emerging trends, and the 
methods available to treat youngsters with emotional and sub- 
stance abuse problems. „.,;„n„ „ 

Significant changes in insurance coverage seem to be quickly e^- 
oanding certain services for adolescents, especially in-patient psy- 
chiatric and drug-related hospitalization. At the same time, public 
mental health resources, especially community-based treatment al- 
ternatives, are becoming more and more scarce. , 

I'm concerned by this trend, because all families in crisis deserve 
access to appropriate care, not just those who have private insur- 
ance coverage. I'm also concerned that, if such a trend is indeed 
taking place, it be for appropriate care and not just some kind of 
incarceration. Generally, I believe, increased mental health cover- 
age is a positive development, but we must be cautious to avoid the 
Dossible negative consequences. . j j • • 

We are here today to learn more; are there increased admissions 
for youth in hospitalization in psychiatric or in chemical-dependen- 
cy units? If so, what forces are driving this increase, and is such 
care appropriate? 

(1) 
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Do these new trends give any more hope for the millions of chil- 
dren already without needed mental health services, or, as the 
GAO report which I requested and which will be available in a few- 
weeks will show, will there continue to be more minority youth in 
public facilities and white youth in private hospitals or clinics? 

As always, we will haar today from clinicians, researchers, pro- 
viders, patients, and chJdren in our effort to educate ourselves. I 
look forward, as Tm sure the other members of this committee do, 
to gaining insights from the record we will create today. 

[Opening statement of Congressman George Miller follows:] 

Opening Statement of Hon. George Miller, a Representative in Congress From 
THE State of Caufornia, and Chairman, Select Committee on Children, 
Youth, and Famiues 

Young people and their families, especially those youngsters stuggling with psy- 
chologi(^ or emotional problems, or with drug and alcohol dependencies, are the 
subject of today 8 hearing. Hiis year, the Select Committee has already held two 
hearings addressing the problem of alcoholism and its implications for families. 
Today we will explore some of the emerging trends in the incthods available to treat 
youngsters with emotional and substance abuse problems. 

Significant changes in insurance coverage seem to be quickly expanding certain 
services for adulescents~-especially inpatient psychiatric and drug-related hospitali- 
zation. At the same time, public mental health resources —especially community 
based treatment alternatives— -are becoming more amd more scarce. 

I am concerned by this trend, because sdi families in crisis deserve access to ap- 
propnate care, not just those who have private insurance coverage. I am also con- 
cerned that, if such a trend is indeed taking place, it be for appropriate care, and 
not just a kind of incarceration. 

Generally, I believe increased mental health coverage is a positive development, 
but that we must be cautious to avoid possible ner-.tive consequences. 

We are here today to learn more. 

Are there increased admissions of youth for hospitalization in psychiatric and 
chemical dependency units? 

If so, what forces are driving this increase and is the care appropriate? 

Do these new trends give any hope for the millions of children already without 
needed menial Jicalth ser.dce?'^ Or. as a GAO report I requested and which will be 
available in a few weeks shows, will there cwnnnue iu .T.cre *3[?!nority youth in 
public facilities, and white youth in private hospitals or clinics? 

As always, we will hear today from clinicians, researchers, providers, parents, and 
children, in our effort to educate ourselves. 

I look forward, as I'm sure all members of Congress do, to gaining insight from 
the record we will create today. 

Chairman Miller. Mi. Sikorski, do you have a statement you 
would like to make? 

Mr. Sikorski. Thank you, Mr. Chairman. I commend you for 
holding this hearing. I'd like to welcome the witnesses here today, 
especially my fellow Minnesotans. 

In Minnesota we take the protection of our most precious re- 
source, our children, very seriously. In fact, I chaired the Select 
Committee on Juvenile Justice while a member of the Minnesota 
Senate, and headed our Health, Welfare and Corrections efforts on 
behalf of children. 

I serve on the Board of the Minnesota Mental Health Advocates 
Coalition, and while in the Senate, I had the opportunity to work 
closely with Ira Schwartz on health issues. He's dedicated and de- 
termined and I commend him for spurring national interest in the 
problems we're examining today. 

I'd also like to thank my constituents, Barbara and Marissa 
DeFoe, foi their courage and willingness to shaie with the commit- 
tee their traumatic experiences. 
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All of us have to be deeply troubled by the question of over-insti- 
tutionalization of teenagers with psychiatric and chemical depend- 
ency problems, and some who have none of these problems, but are 
institutionalized, nonetheless. Today, we intend to examine the 
numbers; why there is such an apparent increase, the effect ot this 
institutionalization on adolescents, and any remedial su-ps we need 

to tStlcG 

Clearly, we have to develop a range of appropriate alternatives 
for adolescents, educate the public on the value of quality out-pa- 
tient care, and encourage insurance laws that provide greater bal- 
ance between treatment programs and alternatives. 

Our children must not be used as pawns in a game of emotions 
and economics between parents, providers and insurance compa- 



nies. 



Once, again, Mr. Chairman, thank you for having the hearing. 
[Opening statement of Congressman Gerry Sikorski follows:] 

Opening Statement of Hon. Gerry Sikorski, a Representative in Congress From 

THE State of Minnesota 
I'd like to welcome the witnesses here tcday-especially my fellow Minnesotons. 
In Minnesota we take protecting the rights of our most precious resource-our chil- 
dren-ve^^riously. In fact, I chaired the Select Committee on Juvenile Justice 
whi"e a member of vhe Minnesota Senate, and headed our health, welfare and cor- 

"■Ti"^e'o"^1he° eSd'o^^^^^^^^ Mental Health Advocat^ Coalition and 

while in the senate I had the opportunity to work closely with Ira Schwartz on 
hea I'thTssul Hetdedicated an/determined, I commend h.mf^^^^^^^^ 
tional interest in the problems we're examining today I d also like to thank my con- 
Snte Barbara and Marissa DeFoe, for their courage and willingness to share 
with the committee their traumatic experience. „ii,oH„„ „r 

All of us have to be deeply troubled by the question of over-institutionalization of 
teenager^ with psychiatric and chemical dependency problems Today we intend to 
examine the numbers; why there is such an apparent increase; the effects of this 
institutionalization on adolescents and any remedial ^teps we need to te^ 

Clearly, we must develop a range of appropriate alternatives for adolescents, «lu- 
cate the public on the value of better outpatient care and encourage insuiance laws 
that provide greater balance between treatment programs. 

Our children must not be used as pawns in a game of emotions and economics 
oeiwecH parent*, providers and insurance companies. 

Chairman Miller. Thank you. Wiihuut objection I would like to 
include in the record, after the opening statements, a lact snest 
prepared by the staff on the emerging trends in mental health cov- 
erage for adolescents. • -t 

I'd like to recognize Congressman Coats, the ranking minority 
member of the Select Committee. , • r u • i * 

Mr. Coats. Thank you, Mr. Chairman. I apologize for being late. 
I've been late for everything so far today. 
Chairman Miller. Sounds like one of those days. 
Mr. Coats. It really has been one of those days. , ^ . 
This hearing, on the emerging trends of mental health care for 
adolescents, raises some very serious issues. I look forward to all 
the testimony that we're going to be hearing today. 

The first issue that is of major concern to me is the apparent 
trend toward increasing use of inpatient hospitalization. It seems 
that there are several ways to interpret this, and all the interpreta- 
tions rest on a clear understanding of the diagnostic criteria used 
to recommend hospitalization of a teen. 
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Are these criteria so vague and ambiguous as to allow abuse, 
such as the unnecessary confinement of troubled teens for profit, or 
are the diagnostic criteria well-defined, and widely accepted? If so, 
one could conclude that perhaps this confinement increase is due 
to a rise in the number and severity of severely emotionally dis- 
turbed teens. Or, alternatively, is the increase due to heightened 
sensitivity by parents of the benefits of early intervention? 

Frankly, I don't know these answers, but Tm hoping that in this 
hearing we can clarify these issues. Whether children are placed in 
detention centers, inpatient psychiatric units, or substance abuse 
treatment facilities, clearly rests on who decides on where and 
when to place these teens, the reasons for the placements and the 
alternatives that exist to institutionalization. 

Tm looking forward to testimony that will bring this information 
out. 

It is equally important that our committee really understand 
what the factors are that lead teens to be increasingly troubled, 
and subject to these kinds of alternatives. In other words, what is 
the underlying cause of this apparent crisis in the mental health of 
our children? Where do their troubles begin, and how can effective 
intervention and prevention strategies be developed to help these 
families cope, and to help children lead productive and satisfying 
lives? 

Mr. Chairman, I regret that I won't be able to be present for the 
entire hearing, to hear all the testimony of each of the witnesses. 
Unfortunately, another one of my committees is meeting right now 
on the subject of the proposed sale of Ck}nrail, an issue of extreme 
importance to my district. 

I have, however, read the testimony of each of the witnesses. I 
will attempt to be present for as much of their testimony aa possi- 
ble. I also ask unanimous consent that we leave the record open for 
the customary time so that we can submit additional views and 
comments. 

Thank you, Mr. Chairman. 

[Opening statement of Congressman Dan Coats follows:] 

Opening Statement of Hon, Dan Coats, a Representative in Congress From the 
State of Indiana, and Ranking Minority Member, Select Committee on Chil 
DREN, Youth, and Famiues 

Mr. Chairman. I'his n6aiiii^ uii the "En?.er^ne Trends in Mental Health Care for 
Adolescents" raises some very serious issues. I look forward to ail 
that will be presented here today. 

The first issue that is of major concern to me is the apparent trend toward in- 
creasing use of in-patient hospitalization. It seems that there are several ways to 
interpret this— all of the interpretations rest on a clear u> iderjtanding of the diag- 
nostic criteria used to recommend hospitalization of a teen. Are these criteria so 
vague and ambiguous as to allow abuse such as the "unnecessary" confinement of 
troubled teens "fur-profit?" Or, are the diagnostic criteria well defined and widely 
accepted? If so, one could conclude that, perhaps, the confinement increase is due to 
a rise in the number and severity of severely emotionally disturbed teens? Or, per- 
haps, the increase is due to heightened sensitivity b> parents of the known benefits of 
early intervention? Frankly, I don't know, but 1 am hoping that this hearing will 
clarify the issue. 

Whether children are placed in detention centers, in patient psychiatric units or 
substance absue treatment facilities clearl> rests on who decides where to place the 
teens» the reasons for the placements, and the alternatives that exist to institution- 
alization, I am lookinj, forward to testimony that will bring out this information. 
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It is equally important that our Committee really understand what the factors are 
that lead teens to be increasingly troubled. In other words, what is the underlying 
cause of this apparent crisis in the mental health of our children? Wlicre do their 
troubles begm? How can effective intervention and prevention strategies be devel- 
oped to help these families cope and to help caildren lead productive and satisfying 
lives? 

Mr. Chairman, ! regret that I cannot be personally present to hear the testimony 
of all the witnesses. Unfortunately, another of my Committees is meeting on the 
proposed sale of Conrail, an issue of extreme importance to my district I have, how- 
ever, read the testimony of the witnesses. 

Chairman Miller. Without objection. Thank you. 
[Fact sheet referred to follows:] 

Emerging Trends in Mental Health Care for Adolescents— A Fact Sheet 

ADMISSIONS OF ADOLESCENTS TO InPaTISNT VS JATRIC FACILITIES ARE INCREASING 

Between 1980 and 1984, admissions of adolescents to private psychiatric hospitals 
increased an estimated 450%-ri8ing from 10,764 to 48,375. (NAPPH, 1985) 

Nationwide, the number of children and youth in facilities canng for dependent 
and neglected children declined 59% between 1966 and 1981— from 60,459 to 
24,712— while the number of children and youth in facilities caring for mentally ill 
and emotionally disturbed children increased 57%— from 21,904 to 34,495, (GAO, 

^^In ^Minnesota the rate of psychiatric admissions for juveniles has increased from 
91 per 100,000 admissions in 1S76 to 184 per 100,000 in 1983. The proportion of juve- 
niles receiving inpatient treatment for chemical dependency increased from 17^ in 
1978 to 23% in 1982. (Ira Schwartz, Marilyn Jackson-Beeck, Roger Anderson, 
"Crime and Delinquency," July, 1984) 

MANY PSYCHIATRIC ADMISSIONS FOR ADOLESCENTS HAY BE UNNECESSARY WHILE THE 
MAJORITY OF SERIOUSLY ILL CHILDREN GO UNTREATED 

Of the estimated 3 million seriously disturbed children and youth in this country, 
two-thirds are not getting the services they need. Many others receive inappropnate 
care— studies suggest at least 40% of the hospital placements of children and youth 
are unnecessary, or the children remain much too long. (Children's Defense Fund, 
1982, L. B. Silver, paper presented at the American Psychiatric Association/Society 
ofProfessorsofChildPsychiatry Conference, 1983) 

In 1982, Blue Shield of Minnesota found that 25% of juveniles inpatient days in 
Minnesota psychiatnc and chemical dependency facilities were medically unneces- 
sary. (Schwartz, Jackson-Beeck, Anderson, 1984) . ^ ... . . 

The top five diagnoses for juveniles admitted to Minnesota psychiatnc facilities in 
1982 were very broad and not clearly indicative of serious mental illness. (1) disturb- 
ance of emotion specific to childhood and adolescence, (2) neurotic disorder; (3) dis- 
turbance of conduct, (4) unspecified adjustment reaction, (5) depression (Schwartz, 
Jackson-Beeck, Anderson, 1984) ^ , , x x u 

According to a recent GAO survey of three states, of the youth that continue to be 
placed m juvenile justice facilities, the majority are non-white, while over 70% of 
children and youth placed in health facilities are white. (GAO, 1985) 

ONCE LARGELY PUBLIC, MENTAL HEALTH CARE IS INCREASINGLY A PRIVATE SERVICE 

Services for cniidren and adolescents 

In 1966 7.6% of the 145 psychiatric facilities for children and youlli In the US 
were operated for profit, by 1981, 17.1% of 369 facilities were operated for profit— a 
125% increase. (OJJDP, 1983) 
Services for the general population 

In the mid-1950*s, 97% of psychiatric beds were in specialized public hospitals; by 
1982 76.5% of beds were under public auspices— 16.4% were in private non-profit 
general medical hospitals, and 7.1% were in for-profit facilities. (Mark Schlesinger 
and Robert Dorwart, New England Journal of Medicine, October 11, 1984) 

While representing only 7.1% of the total, for-profit psychiatric beds increased 
150% between 1969 and 1982. By 1982, 85% of all for profit psychiatric facilities 
were controlled by multifacility corporations—nearly two^thirds by the five largest 
chains. (Schlesinger and Dorwart, 1984) 
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A 1973 NIMH survey of halfway houses and community residences for the men- 
teJly 111 revealed that 10% of responding facilities were operated for profit; by m?, 
S?a^dSm2t iS'^ "^^^ operated by for-profit multifacility chains. (Schlesin- 

FACTORS THAT MAY BE FUEUNG INPATimT PSYCHIATRIC ADMISSIONS OF ADOLESCENTS 

States are deinstitutionalizing troubled youth in juvenile justice facilities 

oo^^J^'^^' J^P"^^ nonKielinquent youth were held in secure facilities; by 1981, 
non-<lelinquent youth were in such facilities. (OJJDP, 1984) 
Nationwide, the number of children and youth in residential care decreased be- 
tween 1966 and 1981— from 155,905 to 131,419. uc^rcaocu 

Community-based alternatives are not keeping pace with the needs of troubled youth 
In 198i, the Community Mental Health Centers Act was repealed. Funding for 
community mental health centers was folded into the Alcohol Drug Abuse and 

^nfi •i?^^-^w'^nof?"LS2^ ha? been reduced by more than one-third-from 
$306 million in FY 1981 to $227 mUlion in FY 1984. (NIMH 1984) 

While many states have in^titut^ successful programs to prevent instituiionaiiza- 
tion of troubled youth, development of necessary services has been hampered by 
state budgetary constraints and reductions in federal support. Long-range planning 
has abo been severely hampered by uncertainty over the future of the Juvenile Ju^ 
tice Delinquency and Prevention Act. (Testimony, State Juvenile Justice Advisory 
Uroups, riouse Subcommittee on Human Resources, March 7, 1984) 

Many states currently mandate mental health coverage; inpatient care more exten- 
sively covered than outpatient care 

r\?^ZTlv^\l^^^ mandating insurance coverage for psychiat- 

no care (AFA, 1985), 21 states mandate coverage for treatment of alcoholism, and 11 
states mandate coverage for treatment of drug addiction (NASADAD, 1985) 

On June 3, 1985, in a unanimous decision, the U.S. Supreme Court in Metrvpoli- 
lan lAfe Insurance Company v. Commonwealth of Massachusetts upheld a states 
right to mandate coverage of specific conditions and illnesses by private insurers It 
IS expected many more states will enact laws mandating insurance coverage of os"- 
chiatnc and chemical dependency treatment. (National Mental Health Association, 

58% of employees in medium and large size establishments have insurance poli- 
cies which provide the same coverage for inpatient care for mental illness as they 
do for other il ness but only 10% of employees receive comparable benefits for out- 
patient mental health care 54% have outpatient care subject to a 50% copayment, 
and 62% have separate dollar limits, often $1,000 (APA, 1984). 

Chairman Miller. The first panel the committee will hear from 
I ?S T?^^® Schwartz, who is a Senior Fellow at the 

Hubert Humphrey Institute of Public Affairs, University of Minne- 
sota; Barbara DeFoe, who will be accompanied by her daughter 
Marissa DeFo^, of Coon Rapids, MI; and Dr. James Egan, who's the 
Chairman of the Department of Psychiatry, Children's Hospital 
National Medical Center, Washington, DC. 

If you'll come forward, please, and take a seat at the 

Mr. SiKORSKL It's Coon Rapids. 
Chairman Miller. Coon Rapids. 



Mr. SlKORSKl. T knnw thACA Minni^o/^fo *%o,^ — i. 1. 

Chairman Miller. Welcome to the committee. We appreciate you 
taking your time to come down and to share your expertise and 
your thoughts with us. 

Ira, we'll begin with you. Feel free to proceed in the manner 
with which you're nost comfortable. Your written statement if 
you have one, will be entered into the record in its entirety. 
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STATEMENT OF IRA M. SCHWARTZ, SENIOR FELLOW AND DIREC- 
TOR CENTER FOR THE STUDY OF YOUTH POLICY, HUBERT H. 
HUMPHREY INSTITUTE OF PUBLIC AFFAIRS, UNIVERSITY OF 
MINNESOTA 

Mr. Schwartz. Mr. Chairman, members of the committee, I 
want to thank you for inviting me to testify here today I do have a 
copy of my written testimony, which I will leave to have entered 

'Ti5o w^m'^to commend the committee for holding this hearing 
on the issue of the irowing numbers of juveniles bei.ig placed in in- 
patient psychiatric and chemical dependency programs in private 
hospitals and aL«o in free-star iingresiaential unite. 

I think, as we begin to dig into this, we 1 find that its a very 
very complex issue, and also one that I think is beginning to show 
up in a number of other States, and eventually, I think, will unfold 
as a problem of national significance. , ox j r v *u 

Although I'm the director of the Center for the Study of Youth 
Policy at the Humphrey Institute at the univereity, the views thai 
T"il be exoressing today are my own, and not those of the institute 
or the university. Neither of those institutions take positions on 

^^nSweverr/ Wiil be talking a little bit about some of the findings 
of our research at the center. 

Verv briefly, Mr. Chairman, and members of the committee, l m 
sure vou're all aware of a recent CBS evening news broadcast 
which documented the fact that admissions ^ inpatient psychiatric 
unite in private psychiatric hospitals jumped dramatically froni 
1980 to 1984. In fact, the admissions represented an mcrease of 

"XweS-,'^ur "research indicates that really these figures prob- 
ably only tell a very small picture. We found, for example, based 
on our research in Minnesota, that the number of juvenile psychi- 
atric admissions to hospitals in the Minneapolis-St. Pau area yir- 
tuallv tripled between 1976 and 1984. There was a doubling of the 
npatynt days of care and the rate per 100,000 of admissions more 
than tripled. And we expect that those numbers will continue to go 
up because, as recently" I think, as 2 weeks ago, another hospital 
gfAeral hospital, 73-year-old Eitel Hospital, announced that it was 
closing and would be reopening as a juvenile psychiatric program. 

All of these admissions were in general hospitals; none were in 
the one private psychiatric hospital which is location in the State of 
Mf"°"scL A»/rny contacte with executives in the insurance in- 
dustry, with child welfare advocates, mental health advocf:tes, juve- 
nUe justice professionals, indicate that, in those Stetes where thi^ 
is expanding, it appears to be occurring largely m the private gen- 
eral hospitals throughout the United States. .„ r j *u * 

And so, I think, that, as we begin to look mto this, we 11 find that 
probably that is where the greatest increase is taking place. 

I'd like to share with you a few issues that were raised, as a 
result of our research. First of all, we found that the vast m^ority 
of the placemente in these inpatient psychiatric and chemical de- 
Senden?y unite in the State of Minnesota were largely voluntary 
JLcemeSte, and largely paid for by third-party health care reim- 
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bursement. The third-party health care reimbursement came into 

{day because of Minnesota's mandatory mental health insurance 
aws. Those laws were passed in the early 1970's out of a real recog- 
nition of problems related to mental health and substance abuse in 
our State. 

The problem was that when the laws were passed they simply 
said that, at the time if you, Blue Cross and Blue Shield, want to 
sell insurance in the State of Minnesota, you had to provide cover- 
age for mental health and chemical dependency treatment. 

The law went on to say that you have to pay or provide only 80 
percent of the first $600 for outpatient care and full cost for up to 
28 days for inpatient care. And nothing more than that. Conse- 
quently, with the laws being written as vague as they were, with 
declining admissions to hospitals because of improved physical care 
in the community, and because of shortened average lengths of 
stay, this created enormous potential for the growth of these pro- 
grams as well as the potential for abuse. 

Many other States have replicated Minnesota's law in various 
forms. 

The other thing that we found is that many young people are 
being admitted to the units in the State of Minnesota for such 
things as conduct disorder, adolescent ac^ustment reaction, atten- 
tion deficit disorder, and in the chemical dependency units for 
being chemically dependent. These terms are very vague and quite 
broad, and consequently, they rually represent almost an open-door 
policy in terms of admissions. 

And this is one of the serious problems. In fact, I think Congress- 
man Coats, when he talked about the issue of the criteria for ad- 
missions, really touched his finger on a very important aspect of 
this. 

There are also some significant legal and procedural safeguard 
issues. A colleague of mine in California, Barbara Lourie, who I 
talked with and who's a mental health advocate, basically said that 
most young people in these programs are sort of in a legal twilight 
zone. And the reason she says that, and I think she's correct, is 
that these admissions are voluntary but in effect, most young 
people are being coerced into the programs, and ^yhen they're 
there, they're in locked units primarily, particularly in the hospi- 
tals. 

Now, they're not really voluntary patients because they can't 
leave on their own. And, on the other hand, they're really not in- 
voluntary patients, and they don*t have the benefits of appropriate 
due process and legal and procedural safeguards. So they're basi- 
cally admitted as a result of decisions by their parents, usually sup- 
ported by a physician, and locked into these units. 

I think some of the questions that are raised by this are: Should 
parents have the absolute right to admit a child to an inpatient 
psychiatric or chemical dependency program against the child's 
will, particularly when parents and young peopit art arguing or 
are at each other's throats? 

Second, should placement in a locked psychiatric or chemical de- 
pendency program be left almost entirely in the hands of psychia- 
trists, and, also, should juveniles be afforded some due process and 
procedural safeguards? 
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Another issue that s raised, and one that Tm particularly sensi- 
tive to because I had some direct involvement in this at one time, 
is that it appears that a sizable number of young people who are 
showing up in these programs are status offenders. The juveniles 
who we ve literally come off of 15 years of attempts throughout the 
United States, and particularly at the Federal level, to remove 
from the detention centers and training schools and jails in this 
country. 

Now it appears that a number of these young people who are 
showing up in these units are runaways and truants and juveniles 
who are incorrigible and having serious problems with relation- 
ships with their parents. Also, a number of these voung people are 
girls, and they're being admitted for promiscuity. And again, this is 
another one of the issues that we confronted at the Federal level 
with respect to the institutionalization of young people in detention 
centers and training schools in the United States. 

Vm concerned about this because I do not think it was the intent 
of the Juvenile Justice and Delinquency Prevention Act to remove 
status offenders from the juvenile justice system only to have them 
incarcerated in another system. And also, we're beginning to see 
the deferential handling of young women in these facilities, which 
is very much the same issue that we eaw in the juvenile justice 
system. 

Wliile it appears that there's some youth that are being placed in 
these programs unnecessarily, and I think our research document- 
ed that, I think that new data from Blue Cross and Blue Shield of 
Minnesota documents an increased volume of patient care that has 
been denied because it has been determined to be medically unnec- 
essary. But while there s many youths that are getting unnecessary 
care, there are also others who are being denied appropriate serv- 
ice. For example, the overwhelming majority of young people in 
these units, at least in our State, are white middle-class youth, and 
generally youth that come from families that have insurance or 
whose families can afford to pay for the cost of care. 

In contrast, youths from low-income families, particularly minor- 
ity families, more often than not end up being defined as being d*^ 
linquent, and end up in the justice system. In fact, our^current re- 
search nationally on juvenile justice shov/s that now, for the first 
time in history, over 50 percent of all the juveniles incarcerated in 
our Nation s detention centers and training schools are children of 
color. 

Another disturbing factor is that there are allegations of abuse 
and questionable practices. For example, there are reports of arbi- 
trary and capricious use of solitary confinement; things going on in 
these facilities that you couldn't get away with in a public institu- 
tion or you'd end up in Federal court. Verbal abuse on the part of 
staff, little or no work with families, inadequate amounts of time 
sper* by psychiatrists, and the incaiceration of children as young 
as 2 and 3 years old. 

Tm also concerned about the potential long-term adverse conse- 
quences of some of these practices. I recently heard of a case in 
Connecticut of a young man who's 21 years old, married, working, 
wife working, doing well, and they wanted to buy a home. They ap- 
plied for a mortgage, and were denied the mortgage, even though 
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they had the downpayment and had adequate finances, because he 
was declared to be a risk, because when he was 17 years old, he 
spent 4V2 months in an in-patient chemical dependency unit, and 
was declared to be an alcoholic. 

I don't know how common this practice might be; and I hope this 
is certainly an isolated incident. But it certainly raises the question 
of what are the long-term implications and aspects of being incar- 
cerated or admitted to these inpatient units. 

Mr. Chairman, our research has lead us to conclude that a 
hidden system of juvenile control is developing in the State of Min- 
nesota, and in a number of other States. It is of extreme concern to 
policymakers in our State right now, and they're beginning to look 
at potential remedies. 

It is also a system that we found to be largely anmonitored, un- 
regulated, and driven by the availability of third-party health care 
reimbursement. And I think, clearly, that this is an issue that de- 
mands attention on the part of poIic3anakers, health care profes- 
sionals, juvenile justice and child welfare professionals, public in- 
terest grouf") and child advocates. 

It is also, I might add, an issue that is very difficult to get a 
handle on. Because we're talking about third-party health care re- 
imbursements, private hospitals, and voluntary admissions. There 
are usually no records. There are no incentives for information to 
be published, to appear in public circles, and consequently, it re- 
quires a lot of digging to really even find out what the extent and 
nature and scope of the problem really is. 

With that, Mr. Chairman, I want to thank you for inviting me, 
and I appreciate the opportunity to testify before this committee, 
and would be happy to answer any questions that you might have. 

[Prepared statement of Ira M. Schwartz follows:] 

Prepared Statement of Ira M. Schwartz, Senior Fellow and Director, Center 
FOR THE Study of Youth Poucy, Hubert H. Humphrey Institute of Pubuc Af- 
FAiKs, University of Minnesota 

Mr Chairman, members of the committee, I want to thank you for inviting me to 
testify today The issue of growing numbers of juveniles being placed in inpatient 
psychiatric and chemical dep-^'-dency (drug and alcohol) treatment programs m pn- 
yate hospitals and free^tanc^i/ig resideritial facilities, largely fueled by the availabil- 
ity of third party health care reimbursement is one that demands ^ur immediate 
attention. 

Currently, very little is known about this development. Undoubtedly, the interest 
and involvement of the committee will help to shed light on what may prove to !^ a 
complex problem and one of national significance. 

At present, I am serving as senior fellow and directoi of the Center for the Study 
of Youth Policy at the Hubert H. Humphrey Institute of Public Affairs at the Uni- 
versity of Minnesota While some of my comments will reflect the findings of re- 
search activities undertaken at the center, the views and opinions I am expressing 
on this topic are my own and not those of the Humphrey Institute or the University 
of Minnesota. 

Although the House Select Committee on Children, Youth and Families has been 
in existence for a relatively short period of time, the committee is already recog- 
nized as a key source of data and policy information of the general condition and 
roblems confronting children, youth and families in America. Also, the committee 
as developed a solid reputation amongst policy makers, practitione.-s, public inter- 
est groups and child advocates at the national. State and local leveliR. 

I know that the committee is deeply concerned about the problems young people 
are having with respect to chemical dependency. Also, I know th^t the committee is 
alarmed by the extremely high rate of teenage suicidj and the high incidence of 
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emotional problems and other stresses that impact the lives of our children and 

^°However while the problems confronting families and services tha. are respon- 
siveTweSt there i^ mounting evidence that some of the approaches used m meet- 
ing the n^ of troubled youth and families are inappropriate and costW. In par- 
ulular F^referring to the alarming trend of institutionalizing juveniles m pn- 
va^ hMmte^s and f?4 standing residential facilities for chemical dependenqr and 
^J'cSc treatment Jargely fueled by the availabUity of third party health care 

"?br e™e:it was recently reported on the CTS ^^-^f 'hgO^i^Tslysl* 
missions to private psychiatric hospitals, jumped from lO.JW m 1980 to 48.375 m 
IQSM This reoresents an increase in admissions of more than 350 percent. However, 
fiSfr^ m^te the tip ofthe iceberg because they only pertain to admissions 
wXS tosr^t^s 'hat%re of ^e National AssociatlS^n of Private Psychi- 

" Our^^Sh suggests that the largest number of admissions may. be jn Private 
general hospitals tW&t have developed inpatient psychiatnc and chemical dependen- 
fv Pr^rams For example, the fouS^ng table depicts the admissions trends .and pa- 
tient <S^f care for Juveniles admitt^ to Minneapolis/St. Paul area hospitals for 
psychiatric care between 1976 and 1984. 

TABLE l-JUVENILE PSYCHIATRIC ADMISSIONS 

Yeai llw^ 'a^' 

1,123 91 46,718 

■ ... 1,062 88 53,730 

. .. 1,268 107 60,660 

"8 1,623 M2 68,949 

9" ■■ 1,775 158 74,201 

2'? 1,745 159 72,381 

• •• .. .; 1,813 165 71,267 

25? ■ 2,031 184 76,899 

"83 ■• • 3,047 299 83,015 

1984 . • 

All of these admissions were in general hospitals. None w^.in '^e one mw^^^ 
Mmn^ta that is a msmber of the National Association of Pnvate Psychiatric Hos- 

'''^lo I would like to point out that the vast m^ority of th^ admissions were 
'Volu^'tary- placem^^ other words, they were not ordered by the courte- They 

occurred as a result of parents consenting to admit their child, often upon the rec- 

"'"wraWelati'o^ to inpatient chemical dependency programs .for 

luv^nTl^Ts not available. However, the irdications are that the number of juveniles 
Kted to th^ pregrams in Minnesota increased significantly dunng the late 
1970's and earlylsSO's and have leveled off in the past few years. Al«) t appears 
that I sknificant number of youth in these programs come from other Stat^.. 
*WhileTur^mal research on the. issue has bee.n lim^ to the State 
ia wp susDect that juveniles are being propelled into these programs eisewnere. in 
fo;mal conCtsTti^^repr^ntatives from the health insurance mdustry, specia^^ 
n health c^re juvenile justice and child welfare professionals, academics and mem- 
of th^mX sigerlhat juveniles are being confined in hospitals in many 

°'ThP^MWhiatric and chemical dependency treatment industries targeted toward 
chTldreHnd youth m Minn^ta r^ some important issues and poFicy consider- 

^'\°Thrr^or"iS"Jf inpatient psychiatric and chemical dependen^ placemente are 
nairf for bv third party health care reimbursement. In the ear y 1970 s, the Minneso- 
ta LeSslaLreenBla^ that mandated insurance companies to include coverage 
hIaUh and chemi.^1 dependency as a condit on .^"'"I^V"^^^^^ 
ance in the Stat/?. Minnesota's laws were among the first of their K'nf,a"^"fve 
b^en used L a model for the enactment of similar legislation m many other Stat^. 

Minn^ta's mandatoi^ mental health and chemical dependency .health insurance 
laws aredmically vague and provide financial incentives favoring inpatient as com- 
pa^ld t^ ou?3ent ^e. This: coupled with a need for services on the part of fami- 
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lies, and an excess of hospital beds, has created ideal conditions for the developmert 
of inpatient psychiatric and chemical dependency programs as well as the potential 
for abuse. 

2. There is a need to develop more specific criteria for admission to inpatient psy- 
chiatric and chemical dependency treatment. Currently, juveniles are largely being 
admitted to facilities for such things as emotional disturbance, conduct disorder, ad- 
olescent adjustment reaction and attention deficit disorder These categories imply a 
level of diagnostic precision that has yet to be proven empirically and allow for the 
exercising of virtually unbridled discretion on the part of mental health profession- 

3. There are significant 1^ and prtx**> Jural safeguard questions that need to be 
explored. The overwhelming m^ority of the youths admitted to inpatient psychiat- 
ric and chemical dependent programs are admitted on a "voluntary" basis (not or- 
dered by the court). More often than not, these youths are referred by their parents 
However, our research, as well as examples cited by legal aid attorneys and mental 
health advocates, suggests that many youth are coerced into these programs. For 
many, it means deprivation of liberty without benefit of due process. 

Some of the questions that must be addressed are: "Should parents have the abso- 
lute right to admit a child to an inpatient psychiatric or chemical dependency pro- 
gram against the child's will?" "Should placement in a locked psychiatric or chemi- 
cal dependency program be left almost entirely in the hands of psychiatrists? 
"Should juveniles be afforded due process and procedural protections? ' 

4. One of the principal objectives of the Federal Juvenile Justice and Delmquency 
Act of 1974 is the deinstitutionalization of status offenders from such secure facili- 
ties as detention centers, training schools, and adult jails. However, on-site visits to 
facilities, discussions and interviews with psychiatrists, nurses, and social workers, 
and reviews of records sugeest that some of the youths being incarcerated in pnvate 
psychiatric and chemical dependency programs are status offenders. Instead of tru- 
ancy, running away, incomgibility, or inability to get along with parents, these 
youths are admitted for such things as conduct disorders or chemical dependency 
Also, there is evidence that females are being admitted to psychiatric units for 
promiscuity. _ _ . * . * * 

The intent of the Juvenile Justice and Delin(^uency Prevention Act was not to 
have status offenders removed from institutions in the justice system only to have 
them incarcerated elsewhere. . 

5. While it appears that many youths are being placed in inpatient programs un- 
necessarily, there are others who are being denied access o appropriate services. 
For example, the overwhelming m£gority of youth in inpatient psychiatric and 
chemical dependency programs are from white, middle and upper class famili^ 
which have insurance coverage or are able to pay for the cost of care. In contrast, 
youths from poor or low income families who are in need of mental health services 
tend to be defined as delinquent and end up in the public child welfare or juvenile 
justice systems. This is particularly the case for minority youth. 

6. Another disturbing factor is that allegations of abuse and Questionable prac- 
tices are mounting. For example, there are reports of arbitrary and capricious use of 
solitary confinement, verbal abuse on the part of staff, little or no work with fami- 
lies, inadequate amounts of time spent with patients by psychiatrists, and the incar- 
ceration of children as young as 2, 3 and 4 years old. . „ - - 

Mr. Chairman, our research has led us to conclude that a hidden system of ju- 
venile control is developing in Minnesota and in a number of other States It is a 
system that is largely unmonitored, unregulated and driven by the availability of 
third party health care reimbursement. Clearly, this is an ifsue that demands im- 
mediate attention on the part of policy makers, health care professionals, juvenile 
justice and child welfare specialists, public interest groups and child advocates 

Chairman Miller. Thank you. Barbara. 

Ms. DeFoe. I also want to thank you for inviting us. We really 
hadn't counted on this opportunity to tell our story, but, now we're 
here, so we'll do the best that we can. 



STATEMENT OF BARBARA DeFOE, PARENT, COON RAPIDS MIN- 
NESOTA, ACCOMPANIED BY MARISSA DeFOE [AGE 15], HER 
DAUGHTER 

Ms. DeFoe. Our experience was rather dramatic, but Yll just tell 
you, as briefly as I can, what happened. 
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In 1984, when school was out for the summer for my daughter 
Marissa, she was preparing for a national bible quizzing competi- 
tion in Ames, lA, that was to be held the last wt<jk in June. 

Marissa is an identical twin, an A student, honor student, gyni- 
nast, concert band member, track team member, and she's classi- 
fied as a gifted child. She and her twin sister had been taking all 
high-potential classes in school, and they were very active in the 
church. So she probably was under a lot of stress and pressure, be- 
cause she always has a real full schedule. 

On June 10, 1984, Marissa had attended a powerful antiabortion 
rally at church in Coon Rapids, and the next day she and her sister 
picketed an abortion clinic in Minneapolis, along v/ith members of 
the church. She really didn't want to go, but her sister made post- 
ers, and her sister wanted her to come along. This was very upset- 
ting for her, and she couldn't sleep. 

Marissa's a very conscientious girl and it bothered her, and she 
began to read her bible and lost a lot of sleep. 

I became concerned over her lack of sleep and I called a pediatri- 
cian that had only seen her once before for a physical. We had 
changed pediatricians because our other one lived so far away. I 
wanted a sedative to help her sleep and possibly some counseling, 
if she needed that to help her with these problems. 

I was at work and I phoned her grandmother to come over and 
check on her, and her grandma came over, and Marissa decided to 
walk her dog. And my mother kind of overreacts to things, and she 
was really worried about Marissa. So 

Chairman Miller. All of our mothers do. 

Ms. DeFos. Yes, she gets really excited. 

Voice. Let's hear it for mothers. 

Ms. DeFoe. Well, she's a good grandma but she worries a lot. 

So, Marissa went to the park to walk the dog, anyway, and the 
dog came back. Well, Marissa didn% so grandma thought, well, 
maybe she's going to run away. She's all upset and she called the 
police. Well, I came home from work and discovered that she 
wasn't home, and I went over to the park and I saw her walking, 
so I thought, well, I'll go get her. 

And, in the meantime, a police car had come along and we got to 
Marissa. And the policeman talked to her, and he thought she was 
upset, but he didn t think, you know, that she was that bad or any- 
thing. 

And he gave us a ride home. When we got home, grandma cam': 
out and she said, well, the doctor's office called and they said take 
her to the emergency room of the hospital. The doctor'll meet you 
over there. So I thought, well, she's in the car and maybe this 
would be easier to just talce her over there, so we could talk to the 
doctor. 

Well, that*s not what happened. We got to the hospital and there 
was a lot of confusion, but we waited for the doctor, and the doctor 
sent over a social worker. We have PHP insurance, and have to go 
through the Metropolitan Clinic of Counseling, so she sent a young 
girl over. 

And this lady talked to Marissa for a few minutes, and she came 
back and said to me, I think she's preanorexic, and I disagreed 
with her because Marissa s always been a good eater and she was 
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never underweight, and I thought, well, that's just off the wall. But 
she was convinced that that was the problem. 

Well, then a resident doctor saw her and he said that she should 
be admitted but he confessed that he didn't really know much 
about mental health and emotional problems or illness. He assured 
me that Marissa would get a room, be given a sedative, and receive 
any necessary counseling. 

Well, instead, she was put in a locked adolescent psychiatric 
ward, along with other youths who were there for alcohol and drug 
abuse, and probably behavior problems. It was June 12, 1984, and 
Marissa was about to experience the worst nightmare of her life. 
She was terrified and refused oral drugs. Mailjsa had been taught 
not to take drugs and she was afraid of them. 

They held her down that first night and gave her injections of 
Haldol. When she fought back, they placed her in solitary confine- 
ment. And that was without my permission. She still hadn't slept 
or seen a psychiatrist. 

The next day I called the hospital and asked to talk to the psy- 
chiatrist. He still hadn't seen Marissa. Later, he called me back 
and said Marissa was very psychotic and that I should take a vaca- 
tion and not worry and to trust him. Marissa was not allowed any 
visitors except myself, and then I could only see her at specific 
times on visiting days. It wasn't every day. 

Wei' I insisted on meeting the psychiatrist, and he was very ar- 
rogant and he really didn't want to see me. It was really a problem 
to get to see him. He told nr.e that Marissa was so psychotic that 
she may never come back. He wanted to increase the drugs that 
she was on. I asked about the side effects, but he wouldn't tell me. 

I wanted a second opinion and was told to trust him. He said to 
me, Tm divorced; Fm a single parent with three teenagers, and he 
told me that, according to the history I'd given, I had had—I'd 
never had any competent men in my life; therefore I didn't trust 
men, and would I please trust him. And I thought that was really 
wonderful. 

This ward was set up by him, and he would never admit that it 
wasn't the right place for her. This program was his baby. 

Marissa s condition, physical and mental, worsened daily; she 
became dehydrated, drool poured out of her mouth, ^d her 
mucous membranes dried up, causing her nose to bleed. She had 
stiff muscles. Parkinsonian shakes, no control of bladder, and she 
couldn't eat. Marissa had lost about 10 pounds. She could hardly 
function or speak and she looked as if she had suffered a stroke. 

Marissa was told that if she took her drugs, she would be given a 
room with a bathroom and a roommate. On June 20, 1984, I made 
up my mind to take her out and get her off all those drugs and see 
for myself what I had, and then get a second opinion. I contacted 
Bill Johnson, a mental health advocate and told him the story, and 
asked him about her legal rights. 

Bill wanted to see her. He and I went to the nospital armed with 
release papers that Bill had brought. The hospital refused to let 
either one of us see her, and denied us access to her medical 
records. They wanted 12 hours notice to release her. I refused and 
they brought in more staff to try and talk me out of taking her 
home. V/ell, Bill convinced them that they had better release her 
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to us. Then they wanted 3 hours, and he said no, well give you an 
hour. 

She couldn't walk and she had to be taken in a wheelchair. Her 
lips and tongue were swollen and she could hardl> talk or swallow. 
I talked to a private psychiatrist that night, and he advised us that 
I sii up with her all night and give her lots of fluids and high po- 
tency vitamin B pills. And to bring her into his office the next 
morning. 

He gave her medicine to counteract the side effects of Haldol. He 
said he would love to work with her, but that I probably couldn't 
afford the $100 an hour that he charged. My insurance is an HMO 
physician's health plan, and they have their own clinic that we 
have to go to. So, then I took Marissa on June 25, to see one of 
their psychiatrists, and he talked to her, and he told us that, well, 
she probably shouldn't have been in the hospital. 

He recommended seeing a child psychologist. On July 18 I took 
her to see a psychologist at the Metropolitan Clinic of Counseling. 
He thought that Marissa shouldn't have been hospitalized and said 
that every one overreacted and everything snowballed. This same 
doctor had seen Marissa and her twin sister one year before, and at 
that time, he said not to worry about them because they were 
normal, healthy teenagers, that behaved like most twins. 

I thought, well, the twins do their own thing, and I thought, well, 
maybe they need some counseling, you know, they get kind of 
hyper and I thought, maybe they should see a counselor. Kind of 
behavior things, but, he said, "No, don't try to be a supermom; 
they're just fine. Don't worry about them." 

So this same doctor I took her to said she shouldn't have been 
there. 

Well, after going through all of this, and getting my daughter off 
of all the drugs that had been pumped into her, she was appropri- 
ately angry about the whole experience. Marissa was embarrassed 
and humiliated. However, she's a fighter and a strong-willed girl. 
She's now 15, still an A student, active in track, band, volleyball, 
gymnastics, cheerleading, and Bible quizzing. And Marissa has 
total recall of everything that happened to her. 

The hospital said that she wouldn't remember any of it. I took 
her to see her pediatrician, and he said, thank God that I got her 
out when I did. And I felt that the hospital would have kept her 
until the insurance ran out, and this pediatrician agreed. 

Last February, Marissa and her twin. Grandma, and myself, 
were interviewed by England's Yorkshire Television and by Austra- 
lia's "Sixty Minutes." They were very interested in what is hap- 
pening to our children in American adolescent psychiatric hospi- 
tals. 

So I guess we're not alone. And it was an experience I would 
never want any other child to go through or any other parent. And 
I just, I can't tell you how devastating it was for us, not only in 
heartache, but in money, and I worried about what long-range ef 
fects this would have jn Marissa. I was told bv the^ child psychia- 
trist that she was fine and he really didn't think she'd have a prob- 
lem. 

But that was kind of a tough thing for a 14-year-old to go 
through. 
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Thank you. 

[Prepared statement of Barbara DeFoe follows:] 
Prepared Statement of Barbara DeFoe 

School was out for the summer and my daughter Marissa was preparing for a Na- 
tional Bible competition in Ames, Iowa held on the last week in June 

Marissa is an identical twin, an "A" student, honor student, gymnast, concert 
band member, track team member and classified as a "gifted child,' She and her 
twin sister had been taking all high potential classes in school and were very active 

in church. ^ . . , . « . u u 

On June 10, 1984, Marissa had attended a powerful anti-abortion rally at church 
(Coon Rapids Evangelical Free). The next day she and her sister picketed an abor- 
tion chnic in Minneapolis along with other members of the church. This was very 
upc«tting for her and she couldn't sleep. Marissa is a conscientious girl and she 
b^an reading her Bible searching for answers. . . i. t. j 

I became concerned over her lack of sleep and called a pediatrician that had seen 
her only once before for a physical. I wanted a sedative to help her sleep and some 
counseling if it was needed. I was at work and phoned her grandma to go over and 
check on her. Meanwhile, Marissa had decided to walk our dog in the park When 
the dog came home without her. Grandma panicked and called the police, thinking 
maybe she had run away. I drove home and found Marissa walking from the park. 
The police came by and talked to me, then they offered us a ride home In the 
meantime, the pediatrician's office called and said that we should go to the hospital 
emergency room which was next door to her office building and she would meet us 
there. Instead the pediatrician sent a clinical social worker. 

She talked to Marissa for a couple of minutes and said, "I think she is pre-anorex- 
ic and we should get her a nwm." I disagreed as Marissa has always been a good 
eater and was never underweight. , . , « r j u 

The resident doctor saw her and said she should be admitted but confused ne 
didn't know much about ments' or emotional illness. He assured me that Manssa 
would get a room, be given a sedative and receive an.^ ^^-^^essary counseling 

Instead she was put in a locked adolescent psychiatric ward along with other 
youths who were there for alcohol and drug abuse. . 

It was June 12, 1984, and Marissa was about to experience the worst nightmare of 
her life. She was terrified and refused oral drugs. Marissa had been taught not to 
take drugs and she was afraid of them. They held her down that first night and 
gave her injections of Haldol. When she fought back, they placed her in solitary con- 
finement. She still hadn't slept or seen a psychiatrist. u- . - . « . ii 

The next day I called the liospital and asked to talk to the psychiatrist. He still 
hadn t seen Marissa, Later he called me back and said Manssa was very psychotic 
and that I should take a vacation and not worry and to trust him. 

Manssa was not allowed any visitors, except myself, and I could only see her at 
specific times on visiting days. , »• * ,^ n * 

I insisted on meeting the psychiatrist. He was very arrogant and dK n t really act 
like he wanted to meet with me. He told me that Marissa was so psychotic that she 
may never come back. He wanted to increase the drugs that she was on, I asked 
about the side effects but he wouldn't tell me. I wanted a second opinion and was 
told to trust him. This ward was set up by him and he would never admit that it 
wasn't the right place for her. j u j ^ j 

Manssa s condition, physical and mental, worsened daily She became dehydrated, 
drool poured out of her mouth, and her mucous membranes dried out, causing her 
nose to bleed. She had stiff muscles. Parkinsonian shakes, no control of her bladder, 
and she couldn't eat. Marissa had lost about ten pounds. She could hardly function 
or speak and she looked as if she had suffered a stroke. Marissa was told that if she 
took her drugs, she would be given a room with a bathroom and a room-mate 

On June 20, 1984, I made up my mind to take her out and get her off all those 
drugs and see for mvself what 1 had and then get a second opinion 

I contacted Bill Johnson, a mental health advocate, and told him the story and 
asked him about our legal rights. Bill wanted to see her. He and I went to the hospi- 
tal armed with release papers that Bill had brought. The hospital refused to let 
either one of us see her and denied us access to her medical records They wanted 
twelve hours notice to release her. I refused and they brought in more staff to try 
and talk me out of taking her home. Bill convinced them that they had better re- 
lease her to us. 

She couldn't walk and had U, be taken in a wheelchair. Her lips and tongue were 
swollen and she could hardly talk or swallow. 
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I talked to a private psychiatrist and he advised tiiat I sit up all night and gve 
her lots of fluids and high potency Vitamin B pills and to bring her in to his office 
the next morning. He gave her medicine to counteract the side effects of Haldol He 
said he would love to work with her but that I probablv couldn*t afford the hundred 
dollars an hour that he charged. My insurance is an HMO-Physician's Health Plan 
and they have their own clinic (MCC) that we have to go to. 

I took Marissa on June 25 to see one of their psychiatrists. He talked to her and 
told us that she shouldn't have even been in the hospital. He recommended seeing a 



On July 18|l took her to see a psychologist at the Metropolitan Clinic of Counsel- 
mg (M(X). He thought that Marissa shouldn't have been hospitalized and said that 
everyone overreact^ and everything snow-balled. This same doctor had seen Mar- 
issa and her tmn sister the year before and said not to worry about them because 
they were healthy normal teenagers that behaved like most twins. 

After going through all of this and getting my daughter off all of the drugs that 
had been pumped into her--she was appropriately angry about the whole expen- 
ence. Marwsa was embarrassed and humiliated. However, she is a fighter and a 
strong-willed girl. Marissa is now fifteen, still an "A" student, active in track, band, 
volleyball, gymnastics, cheerleading, and Bible Quizzing. Marissa has total recall of 
everythiiig that happened to her. Tlie hospital said she wouldn't remember any of 

I took her to see her pediatrician and he said to thank God that I got her out 
when I did. I felt that the hospital would have kept her until the insurance ran out 
and this pediatrician agreed. ^ , , ,^ ■ j i_ r. 

Last February, Marissa, her twin. Grandma, and myself were interviewed by Eng- 
land s Yorkshire Television and by Australia's Sixty Minutes. They were very inter- 
ested m what is happening to our children in American adolescent psychiatric hos- 
pitals. 

Chairman Miller. Thank you very much. Marissa, did you desire 
to testify? 
Marissa DeFoe. Umm hmm. 
Chairman Miller. OK. Go ahead. 

STATEMENT OF MARISSA DeFOE [AGE 15], DAUGHTER OF 
BARBARA DeFOE 

Marissa DeFoe. Mr. Chairman, members of the committee, I 
want to thank you for this opportunity to be here and testify and I 
hope that my testimony will oenefit many other kids that might be 
placed in a psychiatric ward. 

On June 12, 1984, I was taken to the hospital emergency room in 
a police car. I agreed to be taken there, but I was a little bit nerv- 
ous. I didn't think I needed a physical since I was in pretty good 
shape from track. 

WhiV<? waiting at the hospital, a volunteer worker talked to me. 
There was a nurses strike going on and other nurses and volun- 
teers filled in for the regular staff. 

About after an hour, I was anxious to go home and I was very 
hungry, because I had had no breakfast or lunch that day. Then, a 
social worker wanted to talk to me. I was very upset and I tend to 
talk fast when Fm excited. This lady misunderstood my fast talk- 
ing for slurred speech. I could see our discussion was getting no- 
where, and I never mentioned an.ything to her about my weight or 
eating, so I don't know why that she thought I was preanorexic= 

They said that I needed a room, and that I would be given lunch. 
A social worker took us upstairs and asked me and my mom a lot 
of questions. She kept asking me if I had ever been on drugs or 
smoked. I hadn't. She didn't seem to believe me. 

I didn't know that I was on the psychiatric ward. My mom 
seemed a little bit shocked at the whole thing. They told my mom 
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to leave, and bring back some clothes for me. I was given an orange 
folder telling me of the hospital policies and the rules of the ward. 
They had a code in which you earned certain privileges if you did 
what they said, like taking your medicine, and you could, like, call 
people on the telephone if you did what they told you. 

The first thing they wanted to do was to strip search me. And I 
refused. And that made them very angry. The people there were 
afraid of any sharp objects, like metal clothes hangers or stnng ties 
in sweat pants or sweat shirts. They were afraid someone would try 
to commit suicide. 

I met some of the other kids there, that were about my age. They 
were smoking and one told me later that the nurses had warned 
them not to talk to me. One boy, named Eric, looked like a zombie. 
He was very heavily drugged, and I was told by the other kids that 
he was very intelligent, and that he had resisted their methods, so 
they had drugged him. . , , , , i j- 

I cooperated with them until they insisted that I take oral medi- 
cation. The nurse said that I was sick, but I refused it. So, later 
that night, five or six people came into my room, and held me 
down on my bed, and took all my clothes off, and put me in a hos- 
pital gown. I stiffened up so they couldn't give me a shot, and so 
they carried me screaming into a cold white room, and locked me 
in. I prayed to get out. They came back and pinned me to the floor 
and gave me an injection. I let them, this time, hoping that they 
would leave me alone. ... 

In a few minutes, they came back with another injection, and 
then they left. I started to pound on the door and chant "Let me 
out." I tried to pick the lock with the wire on my retainer. I was 
really scared. About 4 or 5 in the morning, the nurse finally let me 
go to my room. I was very tired. 

The next day, I was threatened with the drug, and I was told 
that if I didn't take them, I would get shots. I got lots of shots. I 
tried to drink lots of water to flush the medication out of my 
system.. I overheard the nurses and therapists talking about me, 
and telling each other what the drugs were doing to me. 

One lady didn't believe that I was psychotic, so she took me into 
a room and asked me a lot of questions about my family, school, 
and hobbies. I heard her tell the nurse that she thought I waf? auite 
normal, but the nurse reassured her that I was not. 

That afternoon, I met with a doctor. I had no idea that he was a 
psychiatrist. He got mad at me and told me to phone my mother. 
The phone wouldn't work because I didn't realize that I was sup- 
posed to dial "9". Then he didn't really talk to me at all. He just 
took me back to my room. I didn't like him at all, when I first saw 
him. He was very impatient with me, and he made me feel uncom- 
fortable. 1 didn't like his eyes. 

I was made to go to school in groups witn the other kids, and all 
the while, they were giving me shots. I grew more and more tired. I 
lost my appetite and I could hardly swallow. I asked one nurse to 
feed me. One night, I could barely move, must less talk or eat. A 
staff member threw my clothes on the floor and was angry becauRe 
I didn't eat my dinner that night. I had wet my pants; I couldn t 
stop drooling, and my nose was clogged with dried blood. 
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I couldn't hardly focus my eyes to read the letter that I'd re- 
ceived. The nurses called up a doctor to look at me. He took ore 
look at me and decided to take me off the drugs for a few days. So 
they told me to run up and down the halls and not to go to sleep. I 
was so sleepy that I could barely walk, much less run. 

No one gave me a bath or washed my hair; there was no bath- 
room in my room. And I had trouble dressing myself I couldn't 
take a shower because you had to keep pushing on a lever to make 
the water come out, and I was too weak and miserable. My mother 
visited me when she could. And I wanted to go home. 

I couldn't believe it when the social worker said that I could go. 
She was angry and tried to clean up my room, and comb my tan- 
gled hair. All my clothes were wet and bloody, and she threw them 
in my suitcase. 

My mom had a man. Bill Johnson, help to take me home. I was 
so happy to see my sister and brother and dog. 

I went to see a psychiatrist the next day. He gave me some pills 
to counteract the drugs. I started to feel a little better but I was 
still tired, and I almost fell asleep on his couch. I had lost a lot of 
weight. 

Later, I saw a psychiatrist in Minneapolis. He had trouble believ- 
ing my story, but said that I probably shouldn't have been there. I 
went to see my orthodontist. He said that I was lucky that no per- 
manent damage was done to my mouth from the drugs. He said I 
could have undone 2 years of wearing braces. 

About 2 weeks later, I saw a counselor whom I like very much. 
He also said the whole thing was a big mistake, and that I had a 
good reason to be angry about it. He said I was fine, and I didn't 
have to come back. 

Later, when I read my medical records, I was shocked to see the 
lies in it about me and about my mom. The medical records were 
stamped all over in red ink, and said that the patient should never 
be allowed to read this because it .night upset them. I don't know. 

My closest friends are the only ones who know about this experi- 
ence I've always been really embarrassed to tell people about it. 
Sometimes I have nightmares, and I will never forget the pain. 

But now, at least, I know it wasn't my fault. 

Thank you. 

[Prepared statement of Marissa DeFoe follows:] 



On June 12, 1984, 1 was taken to the Hospital Emergencv Room in a police car. I 
agreed to be taken there, but I was a bit nervous. I dLdn*t think I needed a physical, 
since I was in pretty good shape from track. 

While waiting there, a volunteer worker talked to me. There was a nurses strike 
going on and other nurses and volunteers filled in for the regular staff. 

After about an hour I was anxious to go home and very hungry, having had no 
breakfast or lunch. Then the Social Worker wanted to talk with me. I was upset and 
when Fm excited I tend to talk quite fast. This lady misunderstood that for slurred 
speech Our discussion was getting nowhere. I never mentioned anything about my 
weight or eating, so I don't know why she thought I was pre-anorexic. 

They said that I needed a room and that I would be given lunch. A social worker 
took us upstairs and asked me and my Mora a lot of questions. She kept asking if I 
had taken any drugs or sir.oked. I hadn't. She didn't seem to believe mc. I didn't 
know that I was in a Psychiatric Ward. My Mom seemed a bit shocked by the whole 
thing. 



Prepared Statement of Marissa DeFoe 
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They told my Mom to leave and bring back some clothes. I was given an orange 
folder telling me of the Hospital Policies and rules of the ward. They had a code in 
which you earned privileges if you did what they said. 

The first thing they wanted to do was strip search me. I refused and that made 
them angry. , ^ • ^. 

The people there were afraid of sharp objects, netal clothes hangera or stnng ties 
in sweat pants or sweat shirts. They feared someone would commit suicide 

I met some of the other kids. They were smoking and one told me later that the 
nurses had warned them not to talk to me. , , x i j i. u 

One boy, Eric, looked like a Zombie. He was heavily drugged and I was told by the 
other kids that he was very intelligent and had resisted their methods. 

I cooperated with them until they insisted I take oral drugs. The nurse said I was 
sick, but I refused. Five or six people came into my room and held me down and 
took all my clothes off and put me in a hospital gown. I stiffened up and they ear- 
ned me screaming to a cold white room and locked me in I prayed to get out They 
came back and pinned me to the floor and gave me an injection, I let them this 
time, hoping that they would leave me alone. In a few minutes they came back with 
another iiyection and left. • t i. i i 

I started to pound on the door and chant "let me out. I tned to piCiC the lock 
with my retainer. I was scared. About four or five in the morning the nurse finally 
let me go to my room. I was very tired. , , , , , , u . r t 

The next day I was threatened with the drugs and told I would get shots it I 
didn't take the medicine. I got lots of shots. I tried to drink lots of water to flush the 
medicine out of my system. I overheard the nurses and therapists talk about what 
the drugs were doing to me. One lady didn't believe that I was psychotic and took 
me into a room and asked me questions about my family, school and hobbies. I 
heard her tell the nurse that she thought that I was normal— but the nurse reas- 
sured her that I was not. , , , I.- . . X « 

That afternoon I met with a doctor. I had no idea th&i he was a psychiatrist. He 
was mad at me and told me to phone my Mother. The phone wouldn't work because 
I didn't realize that I wPS supposed to dial "9" first. I didn't like him from the very 
fir»t. He was impatient and made me feel uncomfortable. ! didn't like his eyes 

I was made to go to school and groups and all the while they were giving me 
shots. I grew more and more tired. I lost my appetite and could hardly swaliow I 
asked a nurse to feed me. 

One night I could barely move, much less talk or eat. A staff member thr^w my 
clothes on the floor and was angry because I didn't eat my dinner. • u j • j 

I had wet my pants. I couldn't stop drooling and my nose was clogged with dned 
blood. I couldn t focus my eyes to read a letter that I had received. 

The nurses called a doctor up to look at me. They told me to run up and down the 
halls and not to go to sleep. I was so sleepy I could barely walk, much less run 

No one gave me a bath or washed my hair. There was no bathroom in my room I 
had trouble dressing myself. I couldn*t take a shower because you had to keep piwh- 
ing on a lever to make the water come out. I was too weak and miserable. My 
mother visited me when she could. I wanted to go home. I couldn't believe it when 
the Social Worker said I could go home. She was angry and tried to clean up my 
room and comb my tangled hair. All my clothes were wet and bloody She tnrew 
them in my suitcase. . , t i. * 

My Mom had a man, Bill Johnson, help her take me home. I was so happy to see 
my sister and brother and dog. 

I went to see a psychiatrist the next day. He gave me pills to counteract the 
drugs. I started to feel better but I was so tired that I almost fell asleep on his 
couch. I had lost a lot of weight. , . ^ i. . 

I also saw a psychiatrist in Minneapolis. He had trouble believing my story but 
said that I probably shouldn't have been there. I went to see my Orthodontist He 
said I was lucky that no permanent damage was done to my mouth from the drugs 
He said it could have undone two years of wearing braces. 

.ibout two weeks later I saw a counselor whom I liked very much. He also said 
the whole thing was a mistake and that I had good reason to be angry about it He 
said I was fine and didn't have to come back. ^ 

My closest friends know about my experience at the hospital I ve never been too 
embarrassed to tell anyone about it. Sometimes I have nightmares and I will never 
forget the pain. Now, at least I know it wasn't my fault. 

Chairman Miller. Thank you very much, Marissa. 
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We have a vote on over in the House Chambers, so we're going to 
recess for a couple of minutes. We'll come back, Dr. Egan, and hear 
your testimony. 

[Brief recess is taken.] 

Chairman Miller. The committee will reconvene. And at this 
time, we will hear from Dr. James Egan, who is the chairman of 
the Department of Psychiatry at Children's Hospital National Med- 
ici Center, Washington. 

Dr. Egan, welcome to the committee. 

Dr. Egan. Thank you. It's a pleasure to be here. And I, too, am 
delighted to have been asked. 

STATEMENT OF DR. JAMES EGAN, CHAIRMAN, DEPARTMENT OF 
PSYCHIATRY, CHILDREN'S HOSPITAI NATIONAL MEDICAL 
CENTER, WASHINGTON, DC 

Dr. Egan. I have some very brief prepared remarks. Perhaps too 
biief. But I'll be happy to expand upon them, and to entertain any 
questions. 

Considerable attention has been paid in the media and elsewhere 
to a number of alarming trends in the lives of our Nation's chil- 
dren. Among these are the increased rates of suicide, substance 
abuse, out-of-wedlock pregnancy, delinquency, accidental deaths, 
declining academic standards, school dropouts, physical and sexual 
abuse, to name just a very few. 

Paralleling these phenomena are corresponding increased rates 
of admission to psychiatric hospitals, and juvenile justice facilities. 
In spite of these increased utilization rates, the Children's Defense 
Fund estimates that, and I quote. 

At least twothinls of the three million seriously disturbed children and adoles- 
cents in this country who need mental health services, do not get them. 

From some of the preceding testimony, it seems clear that confu- 
sion exists everywhere, regarding the scope of the problem and its 
nature. Let me attempt to try and set a few of the confused areas 
straight. 

One. Rates of admission to adolescent psychiatric in-patient 
treatment units are up because there are more impaired adoles- 
cents. In addition--and this i&, perhaps, the most important thing I 
will say-^-the percentage of adolescents with significant problems 
can be expected to continue to rise sharply in the future. 

Two. It is well established that antisocial children and delin- 
quent adolescents are frequently served by both the mental health 
and juvenile justice systems, and that factors that affect entrance 
into or egress from one system, will correspondingly impact upon 
the other. 

Three. Decisions for admission of children and adolescents for in- 
patient psychiatric treatment, are based upon severity of functional 
impairments, rather than upon diagnoses, since diagnoses are 
poorly correlated with the degree of impairment, or the need for, or 
length of, inpatient treatment. 

I would parenthetically state that merely having an anemia does 
not justify admission to a medical unit; on the other hand, if you 
have a profound anemia, it does. Ditto hepatitis, ditto pneumonia, 
ditto a variety of other disorders. It*s not the diagnosis that drives 



ERIC 



26 



22 



the admission, but the severity of impairment that's subsumed 
under that diagnosis. . j , i u 

In addition, inpatient treatment is recommended only when a 
lesser level of care will not be effective, or is not available. To that 
end, a full range of psychiatric services would include inpatient 
and partial hospitalization programs, day ar-l evemng hospitaliza- 
tion as well as residential treatment centers, and long temi— 
meaning 6 months to 2 years— of psychiatric hospitalization for 
those few who need them and are likely to benefit from them. 

In addition, some children and adolescents will need therapeutic 
foster care, group homes or halfway houses. When a lower level of 
care is not available, frequently a more intensive and costly level 
of care will be employed. . n . . x c 

Four There are many levels of review of the appropriateness ot 
such admissions to facilities, including the quality assurance pro- 
grams at those institutions, which are mandated by the Joint Com- 
mission on the Accreditation of Hospitals. In addition, there are 
peer review programs run by the American Psychiatric Association 
that are currently used by more than 25 fiscal intermediaries, in- 
cluding CHAMPUS, that review, retrospectively, or concurrently, 
the appropriateness of quality of care. 

Plans are currently underway, and guidelines have been estab- 
h^hed by the American Psychiatric Association— which I was ncL 
at liberty to include in the packet, for the moment— for the pread- 
mission certification process. Which is to say that physicians will 
have to justify, prior to admission, or within 24 hours of admission 
in the case uf an emergency, the appropriateness of that admission. 

Finally, some abuses do exist; and the previously mentioned ef- 
forts are aimed at reducing abuses of inpatient treatment. 

I would offer one, not well documented, but I think, informed, 
speculation, that a disproportionate number of such abuses— not 
unlike some that we've heard today— I chink occur at other than 
psychiatric facilities. I think they occur disproportionately at tree 
standing, special substance abuse treatment facilities, for example. 

Thank you, Mr. Chairman. 

[Prepared statement of Dr. James Egan follows:] 

Prepared Statement of James Egan, M.D., Chairman, Department of Psychia- 
try Children's Hospital National Medical Center and Professor of Psychia- 
try and Behavioral Sciences and of Child Health and Development, George 
Washington School of Medicine 

Considerable attention has been paid in the media and elsewhere to a number of 
alarming trends m the lives of our nation's children. Among these are the increased 
rate- of suicide, substance abuse, out^f-wedlock teenage pregnancy, delinquency, ac- 
cidental deaths, declining academic standards, school drop-outs, physical and sexual 

^^ParaUehng these^ are corresponding increased rates of f dmission to 

psychiatric hospitals, and juvenile justice facilities. In spite of th^e increased utih- 
Son rates, the Children's Defense Fund estimates that ''At least two-thirdg of the 
three million seriously disturbed children and adolescents in this country who need 
mental health services do not get them." «^ r *u ^-^u. 

It seems clear that confusion exists everywhere regarding the scope of the proth 
lem and its nature. Let me quickly try and set the record straight. 

1 Rates are up for admission to adolescent inpatient psychiatric treatment units 
because there are more impaired adolescents. In addition, the percentage of adoles- 
cents with significant problems can be expected to continue to rise sharply m the 
future. 
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2. It is well established that antisocial children and delinquent adolescents are 
frequently served by both the mental health and juvenile justice systems, and that 
factors that affect entrance into or egress from one system will impact upon the 
other. 

3. Decisions for admission of children and adolescents for inpatient treatment are 
based upon severity of functional impairments rather than diagnoses, since diag- 
noses are poorly correlated with the degree of impairment, or need for or length of 
inpatient treatment. In addition, inpatient treatment is recommended only when a 
lesser level of care will not be effective or is not available. To that end a full range 
of psychiatric services would include acute inpatient and partial hospitalization pro- 
grams (Day and EveningJ as well as residential treatment centers and long-term (six 
months to two years) psychiatric hospitalization for those few who need them, and 
are likely to benefit from them. In addition, some will need therapeutic foster care, 
group homes, or halfway houses. When a lower level of care is not available, a more 
intensive and costly level of care will frequently be employed. 

4. There are many levels of review of the appropriateness of such admisaiojis in- 
cluding quality assurance programs at the institutions which are mandated by the 
JCAAH. In addition, there are Peer Review programs run by the American Psychi- 
atric AssociatiDn that are currently utilized by the fiscal intermediaries for concur- 
rent or retrospective review of the appropriateness of and qualit> of care. Currently 
more than 25 insurance companies in addition to CHAMPUS have contracts with 
the APA for such Peer Review. 

5. Plans are underway for the American Psychiatric Association to provide Pre- 
Admission Review for the appropriateness of admission to psychiatric units. 

6. Some abuses do exist and ihe previously mentioned efforts are aimed at reduc- 
ing abuses of inpatient treatment. 



CoMMirrEE Peer Review of the American Academy of Child Psychiatry 

CRITERIA FOR UTIUZATION REVIEW OF CHILO/ ADOLESCENT PSYCHIATRIC TREATMENT 

I. Short-term— Less than 30 days: 

II. Inpatient setting: 

III. Pre-admission criteria— criteria appropriate to justify admission to an acute 
short term hospital (less than 30 days) for comprehensive psychiatric evaluation 
and/or treatment. There must be present two or more of criteria A-G. 

A. Acute disabling symptoms, such as. impaired reality testing, disordered or bi- 
zarre behavior, psychotic organic brain syndromes, depression, anxiety, hysteria, 
conversion, disassociation, depersonalization, somatization, phobia(sj, cx)mpulsion(s), 
hypochondrias, insomnia, over/underactivity, eating disorder. 

B. Acute danger to self to others or to property (attributable to primary psychiat- 
ric disease, based on preadmission evaluation). 

C. Failure of other treatment program, 

D. Medical necessity for diagnostic procedures available only in a hospital, such 
as. special drug therapy, continuous skill psychiatric observation or treatment, etc. 

Medical necessity for structured enviionment or critical intervention available 
or possible only in an inpatient hospital setting. 

Psychiatric disorder significantly complicating evaluation and treatment of 
physiological illness. 

G. Seveiely impaired social or family, educational or vocational, or developmental 
functioning. 

IV. Concurrent review criteria— Specific justification required if: 

A. Absence of physician s note within 24 hours cf admission documenting reasons 
for admission and initial problem formulation, treatment goals, and treatAiient plan. 

B. Absence of physician's progress note more than every third day. 
C Absence of daily nursing care note by RN. 

D. Absence of individual or group medical psychotherapy five times a week. (De- 
fined in the 1980 edition cf the AMA current procedural terminology). 

After seven days, absence of assessment of family or meaningful adult£ or com- 
munity agencies resulting m problem formulation, treatment goals and treatment 
plan. 

F. After seven days, absence of appropriate educational or vocational evaluation 
resulting in problem formulation, treatment goals and treatment plan. 

G. After fourteen days, absence of appropriate educational or vocational program. 
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H After fourteen days, absence of comprehensive psychiatric evaluation resulting 
in comprehensive summary of paUent's strengths and developmental needs, problem 
formulation, treatment goals, and treatment plans such as: , . r 

1. Impairment of interpersonal, familial, occupational or academic functioning 
and/or normal developmental progress. j ♦ 

2. CJomprehensive evaluation including, but not limited to: 

a. History of present illness and previous psychiatric treatment; 

b. Relevant family history; 

c History of physiological health, illness, and treatment; , . , 

d. Assessment of current physiological functioning, including physical exam; 

e. Developmental history; j i . j «««,^.t^;f« 

f. Psychosocial assessment of family or family surrogates and related community 

resources; 

g. Psychoeducational assessment; 

h. Appropriate psychological testing; ..... i j 

1. Descnption of assets as well as problems in functioning in various roles and set- 
tings; 

j. Mental status exam. 

3. Diagnosis on nSM-ni, Axis I or II. w *u 

I. Absence of age-appropriate daily recreational/activity therapiM. , . , 
J Absence of neuroleptic medication in patients who have exhibited significant 
psychotic symptoms (see letter Q), for a period greater than 10 days, except in the 
presence of significant uncontrollable side-effects with multiple drugs. 

K Absence of psydiostimulant medication and attention deficit disorder with hy- 
peractivity, except in the presence of significant side-effects with multiple drugs 
L. Use of more than two psychotropic medications at one time 
M. Change of psychotropic medications (not dose) more than twjce m a seven day 

^N^iise of sedatives or hypnotics mere than seven days at a time or in the pres- 
ence of significant side-effects. . /. * • * 

0. Use of ECT or adversive behavior modification, or use of restraints or seclusion 
for more than 6 hours. .,. . i_ 

P Use of neuroleptic medication (major tranquilizers) by any route. 

1. ' In absence of target symptoms, i.e., thought disorder, f^s^'ive ps^^^^^ 

toms, such as bizarre behavior, aggressiveness, sleep disorder, or hyperactivity, or 

2. In the presence of significant side-effects or; » ^ • , * ^^»of« 

3. When target symptoms have not improved after a ten day trial at adequate 
dose level of a particular drug. 

Q. Use of IM psychotropics (except long-acting): 

1. Foi more than seven continuous days or; 

2. In the presence of significarit uncontrollable side-effects. 

R. Use of anti-depressant medication: , , . • u* ^ 

1. In absence of target symptoms such as. school pnobia, enuresis, night terrors, 
major depression, or complex compulsive or phobic symptoms or; 

2 In the presence of significant side-effects or; . , . » ^ j 

3! When target symptoms have not improved after a 21 day trial at adequate dose 
l^vel of a particular drug. , , i -/. • * c 

S. More than «0 mmutes of individual medical psychotherapy or L:0 minutes of 
eroup or family medical psychotherapy in one day. j ^ j- j 

T. Use of psychostimulant medication, (except in an attention deficit disorder or 

narcolepsy): . «. ^ 

1 In the presence of significant SI de-ettects; . , . j . 

2. When target symptoms have not improved after a ten day trial at an adequate 
dose level of a particular drug. , - u v 

U. Concurrent use of three or more medications with anti-cholinergic effects 

V. Death from any cause. 

W. Suicide attempt. . 

X. Elopement or leaving against medical advice. ^ u . * * * 

Y. Readmission within 30 days, except as a planned transfer between treatment 

V.^D^fined time frames for diagnostic evaluations and therapeutic interventions- 
(Coritained in (^ncurrent Review Criteria): . 
VI Program/facility standards-iContained in Concurrent Review Criteria^ 

Vli Qualifications of provider-Must be Board eligible or Board certified psychia- 
trist with Child Training or experience during residency trainmg period. 
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National Association or Private Psychiatric Hospitals 

CHILD psychiatric HOSPITAUZATION 

The trsatment of children in a psychiatric in-patient program is a significant and 
essential component of comprehensive mental health services to children and ado- 
lescents. However, the contributions of this essential program to the treatment of 
senously mentally ill children is often poorly understood by non-psychiatric health 
care providers \,^o do not differentiate it from residential treatment programs. 

The absence o* appropriate child psychiatric hospital settings does not allow effec- 
tive and intensive treatment of seriously disturbed youth in a safe environment in- 
creasing the morbidity and risk of harm to the patient. 

In the following brief report, we highlight the differences in the setting, charac- 
teristics of the patient population served and the role of child psychiatrist in four 
different types of the facihty: 

A. — Acute care, shortrterm in-patient unit program. 

B. — Intermediate-term in-patient units. 
C— Long-term in-patient units. 

D.— Psychiatric residential treatment programs. 

A— SHORT TERM IN-PATIENT PROGRAM 

1. The setting,— 'The short- term in-patient programs provide for systematic obser- 
vation, evaluation and treatment planning for acutely disturbed youths who are re- 
sponding to an extreme crisis situation by personality disintegration, functional de- 
terioration, self-destructive behavior or other forms of disturbed behavior. The dedi- 
cated short term in-patient units provide comprehensive and intensive treatment for 
the child and his family, utilizmg multiple treatment modalities. When the care for 
the acute psychiatric disorders is provided in beds scattered throughout a general 
hospital, the program is more diagnoeticaliy oriented and lacks the capability to in- 
tervene therapeutically with highly disturbed and self-destructive youths. 

2. Patient characteristics.— -Ine patients treated in a short term in-patient unit 
suffer from extreme response to a crisis situation by functional deterioration in 
their adaptive capacity. However, the recent origin of the disorder will allow the 
child and his family to reconstitute their capacities sufficiently within 60 days to 
continue their psychiatric treatment in a lower level care facility. A relatively 
stable family and social situation is necessary for treatment to be successful 

3. The role of child psychiatrisL—The role of the child psychiatrist in a short terra 
hospital settmg is one of a primary care physician, leader of the treatment team 
and responsible for the functioning of the mental Health team As a primary care 
physician, he provides the patient with intensive diagnostic and therapeutic care in- 
cludmg individual and family therapy, pharmacotherapy and often group therapy 
When acute care is /rovided in beds scattered throughout a general hospital, the 
role of the child psychiatrist is limited to a diagnostician, treatment planner and 
primary care provider while guiding the hospital staff with the psychiatric care of 
the patient. 

B— INTERMEDIATE TERM IN-PATIENT UNITS 

1. Setting.—The intermediate term units provide evaluation and treatment of sub 
acute emotional disorders which require an extended intensive psychiatric treat- 
ment for a penod exceeding 60 days but less than two years in duration The se:ting 
is similar to short term in-patient units with a higher level of educational and recre- 
ational capabilities. , n 

2. Patient charactenstws.—The disorders of the patients is subacute and of long 
enough duration to compromise their adaptive and functional capacities tp the point 
requinng a relatively long period of hospitalization before they car regain their ca 
pacities sufficiently to continue treatment in a lower level care facility, Often the 
family and social setting requires substantial modification to accommodate the 
needs of the patient after discharge. 

3. The role of child psychiatrist.-Uhe role of a child psychiatrist is provision of 
intensive pnmary care, continued treatment planning, leadership and supervision of 
the mentd health team in a manner similar to the short term in patient units al- 
though the psychiatric treatment is usually less intensive in an intermediate care 
unit. 

C— LONG TERM HOSPfTALS 

1. Setting.— The setting and staffing is similar to the intermediate care units. 
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2. Ptitient charactenstics.-The population is very heterogeneous reprinting a 
broad range of chronic psychiatric and neurobiological disorders which has inter- 
fered with the patients emotional development and object relation capacity Ther^ 
fore the patient can only relate to highly trained and specialized treatment stall 
under the supervision of a child psychiatrist. Furthermore, the peer relationship m 
the hospital can only be achieved with the assistance of psychiatnc treatment staft 
Because of the limitations in the child's functional capacities, famUy and social sup- 
ports are not sufficient to manage this patient at a lower level of psychiatnc treat- 
ment (out patient or partial hospitalization). 



D — RESIDENTIAL TREATMENT CENTERS 



1 Setting.-The residential treatment centers treat a homc^eneoiy. population of 
disturbed children. Although the patient population is sufficiently disturbed to re- 
quire a total treatment program, their homogeneity, facilitates peer group relation- 
ship requiring a less intensive therapeutic intervention by a less specialized mental 



^ Patient charactenstics.-The capacity for object relation is sufficientlv present 
to allow peer relationship as well as the capacity to form alliance with tramed 
mental hM^lth professionals. Often there are limitations in the femily and social 
support system that have not been responsive to intervention. The needs of the 
child exceed the capabilities of available family system and lower level support serv- 

■ The role of child psychiatnst.-The role of a child psychiatrist is one of leader- 
ship of the mental health team for treatment planning and multi-modal psychother^ 
apy. The daily psychotherapy is necessary but can be earned out by trained mental 
health professionals under psychiatric supervision. 



(from intracorp) 
The Admission Certification 
Now there's an inexpensive way to reduce admissions to acute^re hospitals- 

Prl^Ad^^^ion Certification is the process in which an Intracorp Medical Review 
Specialist evaluates the treating physician's request for a non-emergency, inpatient 
admission to an acute^are hospital against established medical cntena, to deter- 
mine the medical necessity and appropriateness of mpatient stay and proposed 

'^^IsTvafuation assures that only patients with medical need for hospitalization 
are approved for admission; that proposed treatment is customary for the di^.osis 
and that opportunities for treatment to be received in more <^^^^^'l^,f^^^'J}^ 
will be ident^ied-settings that neither sacrifice quality of treatment or anticipated 

^If the cnteria for inpatient hospitalization are not met, a local Intracorp Physi- 
cian Advisor with the appropriate medical specialty will review the case and make a 
?^omSat7^^^^^^ approval or denial. Our Medical Review Specialist then commu- 
nicates the findings to the treating physician, patient, hospital and customer 
How it works— Here's how Pre-Admission Certification works, step by step: 
Attending physician contacts Intracorp-When the attending physician recom- 
mends admission to the hospital for nonemergency elective procedures, the patient 
or family informs the physician that Pre-Admission Certification by Intracorp is re- 

^"iT^attending physician completes the Medical Reviev/ Request fonn and mails it 
to Intracorp, or calls Intracorp with the required medical infonnation and then sub- 
mits the form. In case of emergency admissions, it is the r^ponsibility of the physi- 
cian patient, or patient's family to contact Intracorp by telephone within ^24 hours, 
or by the next working day if admission occurs over a weekend. , o^jaUof 

Intracorp evaluates the data-Next step, an Intracorp Medical Review Specialist 
reviews the medical infonnation on the Medical Review Requ^t fonn and evaluates 
It against established medical criteria, to detennine the medical necessity and ap- 
propriateness of inpatient admission and the proposed treatment plan. 

Is the proposed treatment customanr for the diagnosis? Is it necessary for tl^e pa- 
tient to be admitted to an acute<:are hospital to receive the reatment? Or could the 
nroDOsed treatment be delivered in a more cost-effective setting without any sacn- 
fice^Tquality of treatment or anticipated result? For instance, in an outpatient 
clinic, doctor's office or ambulatory surgical center. 
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If criteria are met— If the information available meets medical criteria, Pre-Ad- 
mission Certification is granted, and Intracorp so notifies the attending physician, 
patient or family, hospital and customer. 

If criteria are not met—If medical criteria are not met, the Intracorp Medical 
Review Specialist refers the case to an Intracorp Physic 'an Advisor of the appropri- 
ate medical specialty. 

Physician Advisor reviews the case— If after reviewing all of the available medical 
information the Intracorp Physician Advisor determines the admission is medically 
justified, the Pre- Admission Certification is granted. This determination is commu- 
nicated by Intracorp to the attending physician and all concerned. 

But if the Physician Advisor questions the medical necessity of the admission, the 
attending physician is contacted to discuss the case. 

If Physician Advisor recommends against admission— After talking with the at- 
tending physician, if the Physician Advisor determines the admission is still not 
medically justified, a recommendation is made for denial of admission. This is then 
communicated to the attending physician, who may agree with the evaluation and 
alter the plan of treatment, in which event a decision against admission is made 
and all parties are notified. 

What if attending physician disagrees?— Then the case must be referred to a 
second Physician Advisor of the appropriate medical specialty. 

Second Physician Advisor consults— After reviewing the same medical informa- 
tion available to the original Physician Advisor, the second Physician Advisor may 
contact the attending physician, and will then make a determination as to the medi- 
cal necessity of the admission to the acute-care facility. 

A decision is made— If the second Physician Advisor agrees with the attending 
physician, the recommendation is made to approve the admission. But iif both Physi- 
cian Advisors disagree with the attending physician, the recommendation will be for 
denial. Whatever the decision, it is made quickly and all parties are notified by In- 
tracorp If there is a recommendation for denial of hospitalization the patient may 
still decide to enter the acute-care hospital, realizing that benefits may be reduced 
depending upon the employer's plan design. 

When conducted by phone, Pre-Admission Certification can be granted on the 
same day the request is PiCeived. An additional day is required for each Physician 
Advisor review, if necessary. 

As an insurer, you benefit from Pre-Admission Certification in the savings that 
result from reduced admissions to acute-care hospitals. 

As an employer, you benefit from the overall cost reduction in your company's 
medical utilization and associated expenditures resulting from fewer acute-care hos- 
pital admissions. You know that the dollars available for your company's benefit 
programs are being spent wisely and efUciently without sacrificing quality of care. 

Most important of all, employees are spared unnecessary puji and anxiety of 
needless medical procedures and hospital stays. 

For maximum savings, include Continued Stay Review in the package. Intracorp 
offers Pre-Admission Certification with Continued Stay Review as a combination 
package that evaluates both the appropriateness of the admission and length of 
stay. 

Contact your nearest Intracorp Office or call toll-free 800-345-1075. Ir. Pennsylva- 
nia, Alaska or Hawaii, call collect 215-687-9450. Or write. Intracorp, 985 Old Eagle 
School Road, Wayne, PA 19087. 



Now there's a way to shorten costly hospital stays without compromising quality 
of treatment or results. 
What is it? 

Continued Stay Review-^ is ari off^ite medical review process conducted by tele- 
phone with the treating physician at designated intervals until discharge occurs. 
Using established medical criteria and length of stay norms, Intracorp determines 
the medical necessity and appropriateness of both the treatment plan and inpatient 
stay. 

The purpose of Continued Stay Review is to assure that only patients with a medi- 
cal need for hospitalization are certified to remain as inpatients, and that the treat- 
ment plan is customary for the diagnosis. 

How it works— Here's how Continued Stay Review works, step by step, after the 
attending physician admits the patient to the hospital: 

Intracorp notified of admission- Continued Stay Review begins when Intracorp is 
notified by phone that the patient has been admitted to the hospital. This notifica- 
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tion comes from either the patient, the patient's family or the attending physician 
within 24 hours or on the first business day following weekend admissions 

Intracorp contacts treating physician— Immediately on learning of the admission, 
an Intracorp Medical Review Specialist informs the treating physician that Intra- 
corp has an agreement to perform a Continued Stay Review on the case and reau^t 
comprehensive medical information on the patient's objective clinical status and the 
physician's treatment plan. . 

Medical information evaluated— After careful evaluation of the patient s medical 
situation and the physician's treatment plan against established medical criteria, 
the Intracorp Medical Review Specialist makes a determination on the medical ne- 
cessity of inpatient hospitalization. j. , 

If continued stay is certified— If medical criteria are met, the Intracorp Medical 
Review Specialist certifies continued stay and establishes the date on which the 
next contact should be made with the treating physician for subsequent review 

A precise formula is used to establish the date of the next contact based on the 
patient's clinical situation and length of stay norms for the geographic area in 
which the patient is receiving treatment. j 

Additional stay certified— On the date established for the next Contined btey 
Review, Intracorp's Medical Review Specialist once more contacts the treating phy- 
sician for an update on the patient's progress, treatment and discharge plans. If 
medical criteria continue to be met, additional days of continued stay appropriate 
for the individual patient's needs are certified and the date for the next review is 
established with the treating physician. ^ • ^ • c *u 

If criteria are not met— If after carefully reviewing the information trom the 
treating physician medical criteria for continued stay are not met, the case isre- 
fen-ed to an Intracorp Physician Advisor of the appropriate medical specialty This 
can occur during the initial or any subsequent reviews of the admission. 

Physician Advisor decides case quickly— After reviewing all available information, 
the Physician Advisor can recommend approval of continued stay, in which case the 
treating physician is immediately notified and advised of the date for the next 
reviow by Intracorp. . . , i. j 

If the Physician Advisor questions the medical necessity for continued stay, ana 
feels that denial should be recommended, the treating physician is contacted and 
the case discussed. The treating physician may agree with the recommended denial 
and arrange for discharge of the patient. u • • j- 

If treating physician disagrees— In a situation where the treating physician dis- 
agrees with the Physician Advisor's recommended denial of continued staVf a second 
Physician Advisor of the same medical specialty will be called in to decide the case, 
either agreeing with the treating physician or the first Physician Advisor s recom- 
mendation for denial. , , , x * * * 

Prompt notifications are made both in wnting and by phone to the patient, trea^ 
ing physician, hospital and customer if there is a recommendation of denial 

Basic review process continues until discharge— And so the basic review process is 
repeated at designated intervals until the patient is discharged or until cnteria are 
no longer met. „ „ . „ j ^ • j 

Time frame— Conducted by phone. Continued Stay Review is usually determined 
the rfame day the Intracorp Medical Review Specialist talks with the treating physi- 
cian If Physician Advisors are consulted, their opinions are usually given the same 
day or within 24 hours. Intracorp makes every effort to expedite the process to 
achieve maximum savings for the customer. r» • • 

How you benefit— As an insurer, you benefit from Continued Stay Review in the 
savings realized from fewer "bed days" in acuteK^are hospitals. 

As an employer, you benefit from fewer lost working days caused by unnecessary 
extra time in the hospital. 

The patient benefits by getting to come home promptly, something few will object 

For maximum savings, include Pre-Admission Certification in the package Intra- 
corp offers Pre-Admission Certification with Continued Stay Review as a combina- 
tion package that evaluates both the appropriateness of the admission and length of 

^^or more information— Contact your nearest Intracorp Office or call toll-free 800- 
34£hl075. In Pennsylvania, Alaska or Hawaii, call collect 215-687-9450 Or wnte- In- 
tracorp, 985 Old Eagle School Road, Wayne, PA 19087. 

Chairman Miller. Thank you. Gerry, you have questions? 
Mr. SiKORSKi. Yes, please. Thank you, Mr. Chairman, Ira. It 
seems to me that the focus of attention at CBS and the others has 
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been on inappropriate admissions, such as that described in Maris- 
sa s testimony this morning— people that just made it through any 
screening process that exists. What are the numbers? What per- 
centage of those that are admitted would you say are inappropri- 
ate? 

Mr. Schwartz. Vll give you a conservative estimate that came 
from representatives of the insurance industry in the State of Min- 
nesota. At least 50 percent of the admissions in this inpatient 
psych and CD programs for juveniles were inappropriate. 

Mr. SiKORSKi. Fifty percent? 

Mr. Schwartz. At least 50 percent. Now, that's what the msur- 
ance company people tell me. I suspect it's probably higher. Based 
on the research that we've done, the medical records that we've re- 
viewed, and also looking at the rate of denial of reimbursement 
that Blue Cross and Blue Shield for example, which I think has 
really assumed some leadership in trying to look at those cases 
very carefully. 

Mr. SiKORSKi. That's an incredible number. 

Mr. Schwartz. That's correct. And I think it's based on-; — 

Mr. SiKORSKi. Many millions of dollars, and nationwide that 
probably stretches into the hundreds of millions of dollars. 

Mr. Schwartz. Well, I'm looking at the estimates, at least in the 
State of Minnesota. I don't know what the scope of the problem is, 
for example, in California or Texas or other States, but my contacts 
indicate that this is growing elsewhere. 

When we\e looked at individual cases, what we have found— and 
I think the doctor really put his finger on a very critical element, 
here— and that is, has there been appropriate other community 
based or lesser levels of care provided or made available. And what 
often happens is that, first of all, many parents are not advised to 
seek a second opinion, so prudent kind of practices that we'd exer- 
cise if we had a serious physical problem are not always utilized, or 
consumers are not really iriformed of what options they have. 

Second of all, many community-based alternatives are not fully 
utilized. That certainly is the case in the State of Minnesota. And, 
in looking at the records, what we have found is that many cases 
appear in the units and they may have had some counseling or 
some community-based programming, but there are lots of other 
options that could have been available that are much less intrusive 
that are not utilized. ^, m , t> ^ * 

I had a meeting with the Minnesota Association of Child Psychi- 
atrists to talk a: out this issue, and one of the things that came up 
was the fact tb it juveniles were spending twice as long in these 
units as were aimlts. And Fm not really aware of much clinical evi- 
dence showing ihat the juveniles are twice as sick as adults or that 
it takes twice as long to cure them. 

So, I asked what, you know, what was the issue here. And one of 
the problems that came up was that they said that many of these 
young people could not go home because they felt the home situa- 
tion was detrimental. While that may in fact be the case, we're 
still spending $250 or $300 a day to house these young people in a 
hospital when in fact they could have been with a relative or in a 
foster home, or a shelter care facility at much less cost. 



ERIC 50-596 0-85-2 



30 

So I think there's a lot of dimensions to this that raise some seri- 
ous issues. 

Mr. SiKORSKi. How about the numbers? You said 2, 3 and 4-year 
olds were placed in institutionalized care? 
Mr. Schwartz. That's correct. 
Mr. SiKORSKi. Emotional? 
Mr. Schwartz. Yes. 

Mr. SiKORSKi. What are the numbers there? ^ ^ 

Mr. Schwartz. Every year, for the last 5 or 6 years—and this is 
just the figures from Blue Cross and Blue Shield, that we worked 
with very closely and have been very helpful—there have been 
anywhere from 20 to 25 people under the age of 5 years of age that 
have shown up in inpatient psychiatric units, that they have paid 
out reimbursement for. 

Blue Cross and Blue Shield of Minnesota only insures 25 percent 
of the population in the State of Minnesota. They're the largest in- 
surance carrier, but, you know, there are still others that are avail- 
able in the State. And so that is happening. ^ ^ 

We were stunned to find out about that, but nonetheless, it is 
going on. ^ ^ r 

Mr. SiKORSKi. I'd like to thank Marissa and her mother for 
coming. The chairman and I just took Marissa over and showed her 
another institution, the House of Representatives, during the vote. 
Some have said there's no adult supervision here. 

The concern I have is that Barbara acted as a concerned mother 
and parent, and Tve been in thw situation before with family mem- 
bers and friends. It s a tough issue; the denial system surrounding 
chemical dependency and emotional difficulty is strong. A patholo- 
gy exists within the family, within the community, and within our 
neighborhoods to deny that a problem exists, or a problem of the 
magnitude warranting some outside assistance, exists. ^ 

It s the nature of the disease or the illnesses with which we re 
dealing. And Tm sympathetic to the parents who, faced with this 
tough situation, need assistance, and when they reach out we re 
saying that the nature of the care, the delivery system, or the 
structure of that delivery system is such that there's almost a great 
push for institutionalization, instead of something that's more ap- 
propriate. 

Mr. Schwartz. I think that's true. And, also, many parents were 
frustrated, don't know what is available in the community. And I 
think that, you know, frankly, hospitals with declining admissions 
and shortened lengths of stay, are looking around for busmess. And 
that s why you turn on TV in Minneapolis and there's advertise- 
ments all over for hospitals advertising chemical dependency treat- 
ment. „ J . J A 

And some of the ads, by the way, I think are really designed to 
seduce parents to turn their children over to the hospitals. There s 
one— just a 10-second ad—by Compcare that I think is particularly 
effective. It starts out as an infant, and this infant becomes a teen- 
ager over a series of photographs, and the last two photographs are 
mug shots. . 

And it says, if your child is having problems with drugs or alco- 
hol, call the care unit. 
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Well, you know, I mean, here's an out for a family who suspects 
or they know that their child may be having problems. And unfor- 
tunately, it's a very drastic form of care, and these ads are very 
appealing. And parents don't always know what other options they 
have available. 

Chairman Miller. What extent do we— and Dr. Egan, Fd be in- 
terested in your considering it —make almost a self-diagnosis, as a 
family unit. There's a diagnosis by, it appears in a number of these 
cases, by a parent or the parents, or maybe parents and children. It 
occurs when one of the members of the family is acting out in such 
a fashion that they can't be controlled. The mstinctive response is 
to sign up for what has been broadcast as the answer to your prob- 
lems. 

And it seems to me that, from what little I know at this pomt, 
and as it appears on the TV screen, that the message is to bring 
your child in and we'll take him. It's sort of like getting your car 
repaired. No fuss, no muss. Show up at the care unit if you have 
insurance or means to pay. It's almost as if the only diagnosis you 
need is that the parent says, I want my child placed here. 

Is that as simple as I make it out to be? 

Mr. Schwartz. I think that's part of it, but it's also even a bit 
more subtle. For example, one of the hospital facilities has a staff 
member that goes out and meets with teachers in the schools to 
talk about their services. And they offer a free diagnosis. 

Sometimes they take teachers out to lunch. Well, nobody takes 
teachers out to lunch. And so, you know, they talk about their 
services and what they have available and if a child is falling 
behind in school, for reading or their attention span is short, or 
they're hyperactive, this is a service that's available. 

And so, as one might expect, a lot of the referrals happen 
through parents who— because of contacts with teachers who've 
had access to some of these outreach folks, end up making refer- 
rals. And it's paid for free, in effect, because it's paid for by your 
private health care insurance. There's a lot of ways that this hap- 
pens. And we're finding that, curiously, too, as I said, the vast ma- 
jority of the young people who enter these facilities are white 
middle class youth. 

Chairman Miller. Let's see if we can separate the issue. I 
assume that you're not stating that the coverage, in and of itself, is 
improper? 

Mr. Schwartz. No, I 

Chairman Miu^r. That the Minnesota law, in this case, or other 
State laws that require mental health services, is improper? 

Mr. Schwartz. I think our law in the State of Minnesota is defi- 
cient, and I think there is some recognition that the law is wide 
open and does allow for fiscal incentives that largely favor inpa- 
tient 

Chairman Miller. I understand the issue is inpatient versus out- 
patient. But the coverage is quite proper. The question remains, 
though, whether that coverage allows for proper diagnosis or pro- 
tection of the patient. 

Excuse me. Dr. Egan? 

Dr. Egan. It seems to me, Mr. Schwartz, you confuse several 
issues. And, I presume, unintentionally. One is chemical dependen- 
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cy facilities versus psychiatric facilities; and inappropriate admis- 
sions for chemical dependency versus psychiatric. 

In your testimony, I read nowhere near 50 percent Blue Cross 
disallowal. I read 20 percent. I mean that's an almost threefold dis- 
tinction from your written and oral testimony. 

Second, I think to make an inference from disallowal to the 
notion that it s inappropriate admission, is naive. Very candidly, 
the people paying the bills would like to reduce their costs. And 
traditionally what they do is they say, let me see your last 10 Blue 
Cross patients, if it s a Blue Cross audit, and diligently look to see 
that a doctors signature has not accompanied a note, or some 
faulty technical documentation. 

And then say, aha, 2 of the 10 charts failed to meet adequate 
technical documentation standards; therefore, we will disallow 20 
percent of the claims of that institution. That's rather standard 
procedure. I certainly think that the records ought to be technical- 
ly excellent, and I certainly wouldn't in any way defend poor 
records, but I think to go from the notion that necessarily a dis- 
avowal means that the treatment was inappropriate, is a leap that 
you've so far not demonstrated the evidence for. 

Mr. Schwartz. Could I make a comment on that? 

Dr. Egan. Sure. 

Mr. Schwartz. I didn't mean to make the two connections. I 
think the question I responded to was what proportion of the cases 
might be inappropriate. And the estimates from the Blue Cross and 
Blue Shield people in the insurance industry, as well as some 
others, have estimated that perhaps at least 50 percent of the cur- 
rent admissions are unnecessary and could benefit from other 
forms of outpatient care. 

The growing amount of denial of reimbursement was another in- 
dicator of the fact that there are cases that are entering that are 
medically unnecessary. I'm glad you pointed that out. 

Dr. Egan. Let me, if I could, just say one other thing. The Ameri- 
can Psychiatric Association and the Academy of Child Psychiatry 
are terribly concerned about this. The American Psychiatric Asso- 
ciation has the most fmely tuned and well developed peer review 
system of any medical specialty. 

Currently, as I say, 25 separate major carriers, Aetna, Pruden- 
tial, Money, CHAMPUS, a number of the Blues, because they go by 
States, utilize those services precisely to get some professional sup- 
port in disallowal or evaluation of those kinds of abuses, when, and 
if they occur. 

Needless to say, that s something of a political dilemma for the 
profession, since here we have very strong policing action within 
the profession which, when it*s effective, in fact does hit the pock- 
etbook of the profession, and notwithstanding that, we have rather 
forcefully pushed that through. I am one of the two child psychia- 
trists that up until 3 weeks ago, when my term was up, was on the 
peer review committee of the American Psychiatric Association. 

So, we're working very hard to try and correct some of these 
abuses. And I think they do occur; but, if you'll permit, I think 
your estimates are grossly exaggerated, at least for psychiatric 
units. 
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Chairman Miller. Barbara and Marissa, let me ask you a ques- 
tion. Since you ve gone through this experience, and you are obvi- 
ously familiar with it, to what extent did you determine that either 
there are other young children being placed in these facilities or 
other families? Have you come across it with respect to your neigh- 
bors, your friends, or schoolmates? 

Marissa DeFoe. Yes. There's a girl that lives in back of me, and 
she was in at the same time I was. And there's another boy that I 
met, and he's been there several times. You know, and they've told 
me like some of their experiences that happened to them, where 
they locked them up or put them in straitjackets, and gave them 
drugs. 

Dr. Egan. Could I ask if that's a psychiatric hospital? 

Marissa DeFoe. Yeah, well 

Chairman Miller. I believe it's a general hospital. 

Dr. Egan. It's a general hospital with a 

Marissa DeFoe. With a psychiatric ward. 

Ms. DeFoe. But they also have a 

Dr. Egan. Chemical dependency program. 

Mr. SiKORSKi. It's an adolescent program for both, and that's why 
it's a little difficult to make the distinction that you made, because 
many of these units, as I understand it, function for both psychiat- 
ric and chemical dependence. 

Dr. Egan. Does it have full-time psychiatric 24-hour round the 
clock psychiatric services? 

Marissa DeFoe. Umm hmm. It does. 

Chairman Miller. Dr. Egan, let me ask you this question. We 
see these units that spring up a ad th«y appear to be part of a gen- 
eral hospital, private hospital, public hospital, what-have-you. In 
the case of the San Francisco Bay area, it appears that hospitals 
built somewhat aggressively a few years ago, and now find out that 
they have a wing or a floor that they simply don't use because of 
the changes in the way we now deliver care. 

Are we talking about a freestanding unit that contracts for that 
space and is left to their own? Because, obviously, in their televi- 
sion advertising, they're utilizing the name of a well-respected, 
well-known community based facility where their unit is. 

Dr. Egan. Yes. 

Chairman Miller. But what is being suggested here, and I think 
the distinction you might be drawing, Dc?tor, is that this is a sepa- 
rate service, than you might find in a general hospital where psy- 
chiatric services are one of the services of tb^^ii. iiospital. This is a 
freestanding clinic within that hospital that k contracting fc*^ 
space, or renting under some other financial arrangement, but 
which may not provide the same kind of screening process or care 
cr pcrer review that you say we should expect. Is this the case? 

Dr. Egan. You've stated it perfectly. You've stated it perfectly. 
There are a number of programs that, in fact, do just as you say. 
Hire space, ucc tim name for merchandising. No question about it. 
Some of them are very good. Merely because they have that fiscal 
relationship, it does not automatically indict them. Some are not so 
good. 

Chairman Miller. What 1 the practice of a hospital that allows 
their name to be used? Obvii. isly the consumer believes that this is 
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a function of hospital A or hospital B, which has a reputation of 
some sort in that community, and in fact what you really have is a 
freestanding operation under the roof of that hospital? 

Dr. Egan. I think you raise a very important question, i have no 
defense for that. What I would like to say, though, if I could, just 
two quick points, one on the substance abuse, and one on the under 
four psychiatric hospitalization. Under the current guidelines, and 
I regret I can't give them to you, for preadmission certification for 
substance abuse, you must meet a number of criteria. Among 
them, things like you must show not only a consumption of a cer- 
tain amount, you must show evidence of impairment from that con- 
sumption or taking that drug. You must show things like tolerance, 
you know, your two martinis no longer do the job, and so you now 
need four in order to achieve the same job. 

A whole variety of impairments must be met to justify it; not 
just that you say I think I drink too much. That no longer will suf- 
fice, at least for programs that are going to be under the peer 
review system there. 

Let me suggest that, what falls on many inpatient psychiatric 
units for children under 5, are really very severely developmental^ 
ly impaired children. Children with, for example, severe autism 
that are also self-abusers — chewing their lips or something of that 
sort, banging their heads, self-destructive in a variety of ways 
verely retarded children with serious self-abusing potentials. Those 
kinds are the kinds of children, not just a little unhappy or 'more 
neurotic'' children, but severely developmentally impaired. They're 
not frequent but they are real; and they do in fact need hospitaliza- 
tion. To imply or to get the inference that merely because there 
are children under 4 that are psychiatrically hospitalized, that 
that's somehow a shocking thing, you ought not to be shocked, as- 
suming it's an appropriate admission. It*s an appropriate thing to 
do. 

Mr. Schwartz. I think that those cases that the doctor described 
are certainly the kind of cases that warramt hospitalization. Sadly, 
the cases, though, that I was referring to when we had a chemce to 
look at the medical records and consult mth others, were not those 
kinds of cases. And that was the thing that we found to be, I think, 
most disturbing. 

The other thing I wanted to mention is that even though there is 
a distinction between the inpatient units in private hospitals— pri- 
vate general hospitals— and separate private psychiatric hospitals 
that are members of the National Association of Private Psychiat- 
ric Hospitals, I think we also— even though they've made tremen- 
dous efforts to tighten the criteria and I think the practices are 
probably of a much higher standard— there are also room for 
abuse, I think, in those facilities. 

To give you an example, v/e only have one such facility in the 
State of Minnesota. And one case that was described in an article 
that we published, was the case of a young girl named Sarah wbo 
was brought to Minnesota for 3 days of educational testing. She 
and her parents came to Minnesota and the issue was that she and 
her parents were at odds, they were fighting with each other. She 
was not a girl who was involved with drugs or ha'l problems with 
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d3linquency, but seiious family disputes and really violent argu- 
ments, r i_ I i_ 

She was brought to Minnesota by her parents, her father s the 
prcisident of a large, prestigious university in another State. They 
got off the plane, rented a car and drove to this facility. And, as 
soon as they drove up, Sarah knew that this was not a school. And 
she refused to go into the facility. 

Iler parents were in there for about 2 hours, and then finally six 
men came out and surrounded the car and she voluntarily admit- 
ted herself to the facility, where she was held for 9 months until an 
attorney, who she contacted through the Civil Liberties Union, 
threatened to file a suit against the facility and her parents. 

I realize that this might be an extreme case, but it certainly, I 
think, is an indication that we ought to not just focus at just gener- 
al hospitals that are setting up these units. It could be a problem 
that may affect other places, as well. 

Mr. SiKORSKi. Mr. Chairman? 

Chairman Miller. Yes? . 

Mr. SiKORSKi. Fve been an attorney for people who were being 
committed involuntarily, and have been an attorney in commit- 
ment proceedings. I have also been personally involved in interven- 
tions, both psychiatric and chemical dependency, where you go in 
and try to convince people to seek out help and/or get the help, 
and some of these involved institutionalized programs. 

There are mostly gray areas in these situations, and inappropri- 
ate is a difncult term to define. It's a tough thing, and for parents, 
especially. We focus on the kids, but the parents go through a proc- 
ess—what made me think of it is these parents that were with this 
daughter named Sarah. 

And Barbara's here to talk about it. It's not a clear-cut black and 
white situation. It s a tough thing whether you let your kid in this 
situation go on, or let this individual go on. The analogy is, if 
they're bleeding to death, you seek out emergency help; but if 
theyVe dying from alcoholism or a chemical dependency, you have 
the same responsibility, but it's not easy to make the black and 
white distinction. 

Mr. Schwartz. That's correct, except that in these cases, what 
we're finding is that juveniles are really sort of in a legal twilight 
zone. Even though they're voluntary admissions, they're basically 
there against their will and they're incarcerated. And they don t 
have the benefits of a voluntary patient because they can't leave 
OP their own. 

On the other hand, because they're not involuntary patients, 
there's no due process at all. And in the case of Sarah, she was in 
effect confined because she had violent arguments with her par- 
ents, and she dressed punk. And it seems to me, having her con- 
fined in a psychiatric hospital because of that, is unnecessary and 
inappropriate. . 

Also, I think, it raises some interesting and very ccnplex civil 
rights issues. I mean, I, as a parent, if my child has an immediate 
medical problem, and requires an operation, or whatever,^ and I 
take my child to the emergency room, and he says, no, I don't want 
the doctor to do it, well, I'm going to damn well see that it hap- 
pens. 
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But what about the situation where, if my son, is running away 
from home, and my wife and I are fighting with him, and we're ar- 
guing and so should I take my son down to X hospital and have 
him admitted for psychiatric care when, in fact, it's really a differ- 
ent kind of an issue; a family problem. 

Which raises another question. We find that very little work is 
really done with the families. That's probably one of the most trou- 
bling aspects of this. Mamy of these issues are rooted in family diffi- 
culties of various types, and yet, parents are often excluded from 
the process. 

Mr. SiKORSKi. That's strange. Even though the rationalization for 
double average time in institutionalization is that the family is the 
problem, yet, there's not as much family work as 

Dr. Egan. If I could just— since we've used a number of individ- 
ual anecdotes, let me suggest that we, at Children's Hospital here, 
require the parents to be in treatment three times a week in 
family sessions under direct supervision of a supervisor through a 
two-way mirror in order to gain an admission. That's one of the 
prime requirements. 

Chairman Miller. Congresswoman Boggs. 

Mrs. BoGGS. Thank you, Mr. Chaix'man. And thank all of yoii. 
Thank you, especially, Marissa, for being with us and for your tes- 
timony. I was wondering how large Coon Rapids is? Your home- 
town? What is the population of Coon Rapids? 

Ms. DeFoe. Mr. Sikorski, what's the population of Coon Rapids? 

Mrs. BoGGS. Well, I was just wondering how large 

Mr. SiKORSKL It's 40,000. 

Ms. DeFoe. 40,000. 

Mrs. BoGGS. 40,000. Because the reason I was £isking that is 

Mr. SiKORSKL Is this for revenue sharing moneys? 
Mrs. BoGGS. Yeah; what do you want and how do you want to 
know it. 

But I was just wondering about the size of the city because that 
would in some way indicate what size institution the city could 
support, and what type of psychiatric or other medical care could 
be provided within a hospital setting or an outpatient facility set- 
ting within such a population size. 

And I assume that, because of the comparatively small size of 
the city, that it could support only one hospital medical facility, or 
are there several medical hospitals in the city? 

Ms. DeFoe. Well, I don't really know. I know that this particular 
psychiatrist also wj^ affiliated with other hospitals, and possibly 
you know sees patients in other hospitals. So, I think thnt they 
have. 

Mrs. Boggs. In addition to of course the insurance coverage now 
of mental difficulties, you also have the problems of smaller hospi 
tals unable to afford the drug dependency units and psychiatric 
units, and so it opens the way for national organizations to come in 
and to set up a freestanding clinic within the hospital itself, and 
they do perform the service that apparently is not in place at all 
before they come. 

So that that's a needed service and ^hat we're really sa3dng is 
that it should be better monitored, that peer review should extend 
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to these facilities, as well as to the psychiatric hospitals, them- 
selves. 

And, of course, are there in place in Ccon Rapids, for instance, 
halfway houses, or other kinds of community facilities where the 
young people could go in lieu of being hospitalized? 

Ms. DeFoe. I don't really know that. 

Mrs. BOGGs. Marissa, do you know about any of those? 

Ms. DeFoe. The one thing that really concerns us and upsets us 
is the fact that once you have a child that s in a facility like this, 
you have no control over what is written, what the records say. 
These people will justify what they're doing, and they can write 
anything they please, whether it's an out and out lie, to justify 
what they're doing. Tney can omit whatever they want to omit, 
which this hospital did, and there you are. And then try to prove 
that what was done was wrong. Hey, it s in the records. And those 
records are supposed to be truthful, and in fact, they are net, and 
there you have it. 

Mrs. BoGGS. Well, the Freedom of Information Act, I think, has 
taken care of that. I sympathize with you very much and I think 
what happened to Marissa and to you and to your mother and to 
your whole family is a despicable situation. But, as Dr. Egan has 
suggested, oftentimes young people need— and I quote the doctor- 
therapeutic foster care, group hon.es, or halfway houses, that are 
simply not available. 

All of us, I believe, as a Nation, should try to foster the building 
and the housing, the treatment, and the care of young people. 

Mr. SiKORSKi. Will the gentlewoman please yield? 

Mrs. BoGGS. Certainly. 

Mr. SiKORSKi. Your point is absolutely excellent. Coon Rapids is 
in a county of a quarter of a million people, but not a single half- 
way house for mental health people. And we're now involved in a 
struggle in the community, my wife and my mother-in-law, are all 
involved in locating a halfway house in this county of a quarter of 
a million people. 

And you hit the nail on the head. But the other alternative, per- 
haps more appropriate levels of care, just aren't available to the 
extent that they should be. 

Thank you. 

Mrs. BocGs. Dr. Egan, we've been very interested in this commit- 
tee and in other committees that we have served on, about the 
problems of physicians and other health care personnel not recog- 
nizing the effects of one drug upon another, or the effects of certain 
kinds of medication upon the patient himself or herself. 

Apparently, there was no one who consulted Marissa's pediatri- 
cian to find out if she had any reactions to certain kinds of drugs, 
or any kind of allergies, or if she was taking any other kind of 
medication with which the drugs they were giving her would inter- 
play. Is there any kind of protection against this type of activity? 

Dr. Egan. I think you put your finger on a very difficult prob- 
lem. What I would say is, it*s getting increasingly diffi'^ult because 
in fact there are more medications, to understand their interac- 
tions. I uiink those of us who are developing more and more gray 
hair are getting more and more conservative in the use of medica- 
tion, as we go along. 
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What I 'TOuld say is, just for your information, that the vast ma- 
jority, the overwhelming majority of psychoactive medications in 
this country, are not in fact prescribed by psychiatrists. And so 
that we have the unfortunate experience in some ways of those 
with less training in psychopharmacology being the primary ones 
ordering the medications and I don't know what to do about that. 
^ Mrs. BoGGS. But with regard to the severity of reaction that Mar- 
issa experienced from taking them, is there no hesitation on the 
part of the institutions in administering them? Should there be a 
release from the parents before a youngster is subjected to this 
type of medication? 

Dr. Egan. You raise a number of interesting questions. I v/ould 
think that, except in emergency situations, virtually all treatments 
are approved Dy the parents. It gets to another interesting legal 
question. Virtually everyone, when they come into a hospital, signs 
a relatively broadly worded blanket umbrella permission. 

Increasingly, I think, wise practitioners are not using that, but 
are using a rather more delineated specific treatment release also 
including a time of ending of that, and then requesting another 
not unlike what we do for release of information. We used to just 
get more blanket releases, but now we really require a release of 
information for each person, the principal of a school, or pediatri- 
cian, and so forth. 

j^^Well, moving in those directions, it adds to the paperwork, 

Mrs. BoGGS. But what can we do to facilitate that speed? 
Chairman Miller. Barbara, did you? 
Dr. Egan. I don't know. 

Chairman Miller. Barbara, did you want to comment on that? 

Ms. DeFoe. I d just like to make one comment. When my daugh- 
ter was in the hospital, she was only given one blood test. She was 
^ven high dosages of drugs, she had terrible side effects, and that 
they gave one blood test to monitor what was happening to her. 

And no real physical beforehand to see if she had any physical 
problems. And I just find that, you know, appalling. 

Mrs. BoGGS. I find it appalling, too, and that was the question I 
was asking. Thank you very much. 

Dr, Egan. And so do I. And I can assure you that it does not rep- 
resent standard care. 

Chairman Miller. Congressman Wolf? 

Mr. Wolf. Thank you very much, Mr. Chairman. I want to 
thank all the members of the panel. Both sides have made good 
points, but It does seem that there is a little bit of one side versus 
the other. 

Mr, Schwartz, in your statement on page 8, you say some of the 
questions that must be addressed are should parents have the abso- 
lute right to admit a child to an inpatient psychiatric or chemical 
dependency program against the child's will? Well, when you have 
a 14-year-old child, or a 15-year-old child who's on drugs— and the 
reason I comment on this is, I just had the opportunity to be at the 
Straight Program. 

Are you familiar with Straight? 

Mr. Schwartz. iVe only heard of it. 
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Mr. Wolf. I think they do an outstanding job. Returning to my 
point, you really are going to have a very difficult time having a 
14-yearK)Id child commit himself to a program. And so I think you 
have to be careful that you don't take children's rights to the point 
that you have a 14-year-old child getting a lawyer from the Amen- 
can Civil Liberties tJnion. 

The thing is, as Congressman Sikorski said, it s a gray area, and 
we really have to be careful. Beca^ase you mav take this position, 
along with another great civil libertarian, but in the process, 
maybe that 14-year-old child is being ruined; and as a result ot 
that, may end up dying. We're losing, we're missing 1 million kids 
a year, who are just leaving. . u i t? 

So I think we ve got to be careful that we strike a balance. Hiven 
though a lot of what you say has a good point. , ^ . 

The other comment I wanted to make, and I hope the cnairman 
will be very sensitive to this, I have been one that has pushed Blue 
Cross and Blue Shield to make this reimbursement available and 
hope the committee record doesn't give Blue Cross and Blue bhield. 
Money, and the other carriers, the hope that maybe they can get 
out of this. In the Federal Government, they've been cutting back 
these services; and Fve been one whose been pushing, with Mrs. 
Oakar and others, to expand the services. . 

So I think there's a real potential here that this hearing, unless 
there s some clarification at the end, doesn't say, OK, health earn- 
ers, weVe not interested in your carrying this, and we re going to 
be very willing to allow you to drop these services. 

Does that trouble you a little bit? 

Mr. Schwartz. Two comments. One, this past Tuesday morning, 
I had breakfast with the president of Blue Cross and Blue bhield 
on these issues, and they are not interested in getting out of pay- 
ment. Well, let me just comment on the comments of the president 
of Blue Cross and Blue Shield. . a j t ^u- v 

They are interested in paying for appropriate care. And 1 tninK 
that s really what the issue is here, I think, there s questions about 
whether or not there are high numbers of inappropriate admissions 

to these units. , , , x- i i 

Now the other thing is that these are locked units, particularly 
the psychiatric units. Now, if we deprive people of their liberty, 
they should have the benefit of due process. The problem here is 
that the young people who are put in these programs are sort ot in 
a legal twilight zone, and I don t know what the answer is, either. 
But they Ve not voluntary patients, even though they re put in vol- 
untarily because they can't leave on their own. 

And, on the other hand, they don't have any due process protec- 
tions because they're not involuntary commitments, either. And so, 
I mean to show you how easy it is, to get a child admitted to one ot 
these programs, the CBS news documented a case example ot a 
young person would have been admitted, was not actually put in 
the locked unit because they backed out at the last minute to make 
sure she wasn't put in because he or she might-^other things 
might happen, but they were going to admit this girl, accept her 
for admisrion because of the following criteria: , , , 

She was threatening to run away from home but had noc run 
away Her parents, or the man who acted as her father, said that 
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they found evidence of marijuana in her bedroom, and suspected 
that she was smoking marijuana, she was dating an older boy or an 
older man 4 or 5 years older than she was, and that her grades 
were falling in school. 

Based on that, the Golden Valley Health Center was going to 
admit her to their locked psychiatric unit. Now, that's not the kind 
of case that you were describing of a case that is really, you know, 
in crisis and in danger and needs some immediate attention and 
has to be hospitalized for care. 

Mr. Wolf. Well, let me make a comment. 

Dr. Egan. Could I respond to that, please? Mr. Schwartz, you left 
out the fact that the first four hospitals that were approached de- 
clined to admit her. And they proceeded until they finally got five, 
and the fifth one said yes. 

But I must state that repeatedly, you have left out all the data so 
that it has the appearance — I'm sure it*s not intended — but at least 
lends itself to the appearance that youVe not being fully forthright 
on these issues. 

Mr. Schwartz. Well, the first one declined her because she 
didn't meet the criteria. The other two, because their beds were 
full. They didn't have any empty beds. 

Dr. Egan. In t^rms of civil liberties issues for patients, it seems 
to me Fm always on the forefront of this issue; and I was fighting 
it in the sixties, when civil libertarians felt that chronic psychiatric 
patients were really being deprived of their civil liberties, and 
really engineered a mass exodus of patients. 

They are now the very same people, rather shamelessly, I must 
say, decrying the fact that they're sitting on grates. And that 
they Ve become the homeless bag people. There is a limit to the 
amount of civil liberty protection that you can afford certain 
people. 

ru give you one other vignette. I had a patient that was abso- 
lutely incorrigible, seriously delinquent, no parental control what- 
soever, and it was at a time when, in the District of Columbia, we 
provided an adversary system and a judicial review before a pa- 
tient could be admitted to a hospital. A patient under 14 years of 
age had to have a judicial review. 

Legal Aid Society provided the child with a lawyer. The parents, 
of course, got pro bono lawyers. The tilt was definitely on the 
child's side. In the meantime, the mother couldn't get the child to 
the hearing, because he was so incorrigible. At the same time. 
Child Protective Ser/ices accused this poor woman of neglect. She 
was sandbagged from both sides, accused of neglect because she 
couldn't get the child under control, and, yet legally, was being op- 
posed by a very capable attorney, from getting her child the help 
that it needed. 

I think it's a bag of worms. I would be far more cautious than 
you've been, and I suspect you're being as incautious as you are, 
only to get this thing on the table. 

Mr. Wolf. Let me make one last comment, and then ask a ques- 
tion. 

I think the committee should be very sensitive. Both sides have 
very good points, but in the process, while we argue this on an in- 
tellectual basis, there are going to be kids destroyed. There's an as- 
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sumption, a rebuttable assumption, that when someone is a juve- 
nile, they're really not ready to— unless they're 16 years old, for ex- 
ample—drive; unless they're 18, and hopefully we're moving now to 
21, 21 to drink. We're not talking about a 21-22-year-old Marine 
Corps sergeant stationed at Quantico, VA. We're talking about a 
13-, 14-, 15-year-old child. In our system of government, the parent 
has the responsibility and I think in most cases, there's a deep 
abiding love on the part of that parent, they want the best for their 
child. 

And I think you make some good points. For instance, a person 
will go around and think he is going to get ripped off, and these 
parents get confused, and the psychiatrists and the hospital can 
give them advice? By this point they are looking for any voice of 
authority to say something to guide them. And I think we have to 
be careful in influencing parents. It's a balance but it is very grey 
area. I wouldn't want to be part of a process whereby we lead par- 
ents to believe it is the wrong thing to ever seek out help. 

I guess my last comment is. Dr. Egan, why do you think there 
has been an increase in admissions? 

Dr. Egan. Complicated, to be certain. But let me give you a 
couple of the issues. What we're seeing is, in many ways, the lag 
time. The figures are, for example, the threefold increase in suicide 
in the last 20 years; and if you plot that out with an account for 
the age gap, it corresponds almost exactly to the divorce rate. 

And at least one of our aniversities— Minnesota, may I add — has 
conducted a very good study that suggested there's undeniable con- 
nection between the increased suicide rate and the rate of divorce. 

In a more generic term, what I would say is I think we're seeing 
the dissolution of the family in many of its conventional forms, not 
the least of which is increased erosion of parental rights, some of 
which are even encouraged to be more so today. And I think we're 
finding that the statistics are, for example, only 40 percent that 
American children can anticipate a mother and a father for the 
first 7 years of life. 

So that fully 60 percent will have lost one important relationship 
before they are 7. I think we're just now beginning to see the re- 
sults of some of these experiences. Many childhood experiences 
that we thought were more benign, like divorce, we're finding are 
far from benign. The prospective studies that are carefully con- 
trolled and well done by people like Mavis Heatherington, in Vir- 
ginia, at the University, or Wallerstein and Kelly in California, are 
really showing that it's not as benign as we once thought. 

So, if I had to look at one large area to account for a large per- 
centage of the variance (but by no means only), I would look to 
really very unstable family relationships, dissolution of family rela- 
tionships, inadequate parenting from either absent or nonexistent 
parents, or overwhelmed parents. 

Mr. Wolf. Thank you v^ry much. 

Chairman Miller. Congiesswoman Johnson? 

Mrs. Johnson. I have no questions. BuL my prime concern, and 
the point of view from which I'll be reviewing the testimony, is the 
lack of alternatives and a variety of treatment centers for teens. I 
am also interested in how we may rectify our inability to intervene 
appropriately and early. And I just wondered if, from your experi- 



er|c 



46 



42 



ence, Dr. Egan, there were particular kinds of programs that 
you Ve seen succeed or, particular deployments of Federal grant 
dollars, that have been more effective than others? 

Di fioAN. You will now embarrass me by that question. Up to 
now, iVe not been embarrassed. Tm a bit embarrassed. Unfortu- 
nately, when it comes to good empiric data of efficacy of one treat- 
ment versus another, we are unfortunately in our infancy. And if I 
could encourage the Congress to do one thing, in terms of mental 
health, it would be to fund studies that were aimed at clearly de- 
termining what in fact are the effective treatments as definitively 
as we can at this stage in time. 

Are some of our conditions perhaps not treatable? Are they like 
Alzheimer's? And, if that were the case, then we ought to know 
that. And then make whatever other provisions are needed. If, in 
fact, you have conditions that cannot respond even to several years 
of hospitalization and a half a million dollars of expenditure; and 
the outcome is no better than chance, I think that would be impor* 
tant information for us in terms of how to husband our meagre re- 
sources. 

Merely, I think we must move beyond, as a profession and as a 
field, from saying I know it works, I feel it works, or my aunt had 
it work, you know, that kind of thing, so that we have empiric good 
studies. That has not been done. 

Mrs. Johnson. Is it your opinion that we ve had enough experi- 
ence, that there is enough out there for these studies? 

Dr. Egan. No, I think; we have some data to say some things 
really do work; and that has to be popularized better. And that's 
really information distribution, but in fact, there have not been 
enough good studies, no. 

Mrs. Johnson. Thank you. 

Dr. Egan. Let me just say, you can take a child with a variety of 
disorders, and quite legitimately get people that will say only 
family therapy, only individual therapy, only cognitive therapy, 
only pharmacotherapy, only institutionalization, when it would 
seem unlikely that they're all equally effective. Or worse yet, 
equally ineffective. I think we need that data. And I think really 
it*s only Congress that can begin to get it to us somewhat in a tidy 
and timel3' way. 

Chairman Miller. Thank you. Let me just say a couple of things. 
Part of this topic that we*re covering here, in particular the ques- 
tion of appropriate care, which I think is a more generic issue here, 
is one I feel like IVe seen before in tho foster care issue. Ten years 
ago, when we saw huge numbers of children who were being locked 
up in locked facilities, and were being heavily drugged so the case- 
loads could be increased by proprietary care units, finally the civil 
lil)€rtarians did go in and say that those children had to be brought 
home, they had to have their rights assured, because they had com- 
mitted no crime; they had done nothing wrong. 

And Tm a little concerned that part of this is d6ja vu. I fully 
agree with Congressman Wolf, that the inclusion of mental health 
services within insurance plans is absolutely essential and should 
be expanded, given the stress and related problems that people live 
under today. 
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But Tm concerned about what seems to be emerging is maybe 
the only or the fast accelerating track for treatment of these prob- 
lems which is the suggestion of these freestanding clinics within 
hospitals or freely associated with hospitils. As I look at Blue Cross 
and Blue Shield, as they list the top five diagnoses for adolescents 
that were admitted to these psychiatric units, it looks far different 
than the criteria that was part of your testimony. Dr. Egan. 

This list is far more abstract in terms of "unspecified adjustment 
reaction'*; as abstract as bizarre behavior is, it doesn't seem to go 
as far as that one, and that's what my concern is. The question is 
whether or not weVe paying for inappropriate care, or whether, by 
not providing other kinds of care, weVe now moved to this ex- 
treme, an intensified locked fully-paid-for facility for 30 days or 60 
days, and then that's it. 

And there is also the question of followup. One of the things we 
found out about children in foster care was 80 percent of the fami- 
lies before their children were taken away from them had received 
no infamily services, and in 80 percent of the families, nobody 
came back to see if they could reunify that family once a child was 
taken. 

What Fm afraid of, is somebody may utilize 30 days of treatment 
covered by insurance, and then the child is dismissed and the 
parent moves on to maybe a whole new set of problems that oc- 
curred as a result of what may be inappropriate or improper treat- 
ment. And that's not to place a blanket indictment. But Fm a little 
worried that there's a funneling operation moving here in terms of 
where dollars are, whether they're from private insurance or 
public insurance, where we're moving in terms of what is consid- 
ered to be appropriate care. 

Dr. Egan. Well, I think you raise some legitimate issues. Not the 
least of which are followup and follow after care, and, as you know, 
outpatient services are increasingly being rather severely curtailed 
in terms of the number of visits, for example. Fm currently work- 
ing with a family, that the entire family has for its prepayment in- 
surance program, 20 visits per year. 

Well, it's a multiproblemed family, including one person that 
needs psychiatric hospitalization. When that person comes out, 
there in fact is no money and no fundi**g for continued outpatient 
services. And here we then have somebody that is basically above 
the working poor, stable job with insurance, although going for the 
least expensive insurance policy, in the hope that they won't need 
other services, and now cannot afford the ongoing outpatient psy- 
chiatric care and then, either has to go to the public sector, or get 
none. 

The public sector— I don't need to remind you is not a cornuco- 
pia. 

Chairman Miller. I look at my home county, and it's larger than 
my district, but it's 650,000 people. And my wife's on the mental 
health board there, and the>'re struggling to find 22 placements for 
adolescents. 

Dr. Egan. Yes. 

Chairman Miller. It's a high income county, but you don't have 
to drive around very long to understand there's a lot of potential 
placements on the streets among the adolescents. But it is nearly 
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impossible to find publicly supported placements. The goal this 
year will be 22 or 23 new placements. 

And, as you point out in your testimony, apparently we can 
expect to have an increasing number of children with severe prob- 
lems appearing on the horizon. 

Dr. Egan. Yes; and, if I could just tell you where I think you 
could potentially intervene to reduce one of the unfortunate conse- 
quences that Mr. Schwartz alluded to, namely, a really two-track 
system of health care. 

That, if public moneys are not in fact available for the poor, then 
the mental health issues, then you really will in fact have a two- 
track system much more in place than we currently do have. 

diairman Miller. Thank you, very much. And Barbara and 
Marissa, thank you. I want to thank you very much. I think that 
the issues that you ve raised allow us to begin a much larger and 
broader issue, in terms of mental health services for adolescents, 
than we'd anticipated. That's the nature of this committee. 

Thank you very very much. 

Next, the committee will hear from a panel made up of Mark 
Schlesinger, who is a research coordinator for the Center of Health 
Policy and Management, the John F. Kennedy School of Govern- 
ment, Harvard University; 

Kevin Concannon, who is the commissioner, department of 
mental health and mental retardation in the State of Maine; and 

Albert Richard, Jr., who is the chief juvenile probation officer 
from Dallas County, TX. 

Gentlemen, welcome to the committee. We will hear from you in 
the order in which I called your names. Your written statement 
will be placed in the record in its entirety, so to the extent that you 
want to summarize or perhaps comment from what you heard 
during the first panel, it would obviously be very beneficial to us. 

We're still doing all right in time, so proceed in the manner 
you're most comfortable. 

Mr. Schlesinger. Thank you, Mr. Chairman. I appreciate the 
chance to address the committee. 

STATEMENT OF MARK SCHLESINGER, PH.D.. RESEARCH COORDI- 
NATOR, CENTER FOR HEALTH POLICY AND MANAGEMENT, 
JOHN F. KENNEDY SCHOOL OF GOVERNMENT, HARVARD UNI- 
VERSITY 

Mr. Schlesinger. What I would like to do today is place some of 
the issues we ve already heard in the context of the broader com- 
mercialization of the American health care and mental health care 
system. Although weVe to some extent focused on the clinical crite- 
ria and the incentives created by insurance, it may be equally im- 
portant to try to understand the incentives and motivations that 
providers and providing institutions are operating under to really 
understand the policy issues in this problem. 

The American health care system has experienced a number of 
episodes of commercialization in the past, and each of them have a 
similar format, involving three stages: 
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In the first phase, the demand for care vastly outstrips the capa- 
bility of traditional providers to supply services, usually because 
government's begun to subsidize care in one way or another. 

In the second phase, there is a large influx of profitmaking insti- 
tutions in the health care system. TTiose profitmaking institutions 
differ from traditional providers in several important ways. First, 
they tend to be more organizationally autonomous, that is, have 
fewer formal and informal connections with the community in 
which they operate. 

Second, they tend to deliver different packages of services in dif- 
ferent ways. The package of services tends to be more narrow, less 
innovative and to some extent more standardized than the services 
traditionally provided by nonprofit public sectors. 

By way of analogy, the entiy of for-profit providers is, to the 
American health care system, often like McDonalds is to the Amer- 
ican hamburger, and similar issues about whether this kind of 
standardization in fact leaves us better off or worse off, occur in 
both cases. 

The third, and I think perhaps the most important phase for the 
committee to think about, occurs when existing nonprofit and 
public providers respond to the influx of for profit providers. They 
respond to the competitive threat that they see them representing, 
becoming more and more over time like those for-profit providers. 
Nonprofit and public institutions adapt the way they operate and 
the kinds of services they provide, so that over time, ownership 
based distinctions become less and less. 

Now, it's my sense and the sense of others that the American 
mental health care system iz currently between the second and 
third phases that I just described. 

Over the past decade, there's been a significant increase in the 
role of profitmaking organizations supplying mental health care. 
Depending on how you measure it and what services you look at, 
the role of for profit providers has somewhere between doubled and 
quadrupled over that period. 

Similarly, those for-profit mental health care providers tend to 
offer services in a somewhat different way than do preexistng pro- 
viders. They're more sensitive to economic incentives. Our evidence 
suggests that for-profit organizations are less than half as likely to 
admit patients for reduced charges, they're less than one-fifth to 
one-quarter as likely to supply services which are considered un- 
profitable. 

Similarly, for profit providers tend to offer a different package of 
services, a package of services that tends to be more standardized, 
tends to orient care more to an inpatient basis— because it can be 
more readily administered— tends to be less innovative, and finally, 
tends to omit services that have broadly diffused community bene- 
fits. These latter ser> ices include education and vocational rehabili- 
tation, services that affect the well-being of the client once they've 
been discharged back into the community, rather than staying 
within the facility. 

Finally, it's my sense that we are beginning to enter the third 
phase of the commercialization of mental health care. Let me 
quote, briefly, an observation made by Dr. Leon Eisenberg of Har- 
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vard Medical School at the annual meeting of the American Psy- 
chiatric Association, held last month: He stated: 

The worst of it is that voluntaries, unable to cross-subsidize expensive but essen- 
tial clinical services because of cost-competition, are becoming ever less distinguish- 
able from the proprietaries, as they 'market,* and worse, 'demarket', diversify, 'un- 
bundle*, 'spin-off for-profit subsidiaries, develop 'convenience-oriented feeder sys- 
tems', attempt to ac^just case mix and triage admissions by their ability to pay. 

Hence, it*s my sense that those initial differences that are repre- 
sented by profltmaking organizations are now spreading to the 
mental health care system more generally. I believe that this 
spread has important implications both for the health care system, 
and particularly for the mentally ill. 

Let me here hazard three predictions: First, that the spread of 
proprietary and more commercial nonprofit mental health care 
will lead to an inevitable focus on inpatient c^iC, whatever the in- 
centives provided by insurance. Because inpatient care tends to be 
more manageable, involves less innovation, and is more readily 
standardized, it seems clear that the standard mode of operating 
for such providers will be to foster that sort of care, rather than 
outpatient services. 

Second, judging from past experience of episodes of commercial- 
ization of the health care system, it s very likely that we'll soon see 
a rapid influx of for-profit facilities into the substance abuse area 
for adolescents. This will have several impacts. One, it will tend to 
cause competition among providers as they strugg le more and more 
ta fiH their capacities with an adequate number of patients, v/ill 
cause them to be more and more aggressive, in terms of marketing 
their services, whether to schools or otherwise; and will intensify 
the narrowing of services as they try to become as cost-efficient as 
possible. 

Also, I think it s inevitable whenever there's an influx of new 
providers into an area, that there will be some who are in it, 
simply seeking short-term profits, the quick buck. And one would 
expect, it*s vtry likely we'll see episodes where, in the quest of that 
quick profit, providers tend to cut quality of services, engage in 
fraudulent practices, and other unethical practices. 

Third, and lastly, I think it s important to recognize that, as the 
commerciali2ation of mental health care progresses beyond the for- 
profit sector, it's going to be very important for us not to simply 
blame profltmaking as the source of the problems that are likely to 
emerge with commercialization. That's not to say that the profit 
motive .von^t be linked to some of these problems, but simply that 
they are also linked to the kinds of incentives we give these institu- 
tions, which are very sensitive to economic incentives. 

Moreover, if we focus exclusively on the profitmaking organiza- 
tions, we'll tend to lose sight of the fact that the same behavior is 
spreading to other types of providers, as well. 

That concludes my testimony. I thank you for your time. 

[Prepared statement of Mark Schlesinger follows:] 
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Prepared Statement of Mark Schlesinger, Ph.D., Research Coordinator, 
Center for Health Poucy and Management, John F. Kennedy School of 
Government, Harvard University 

Mr Chairman and members of the Committee. My name is Mark Schlesinger. I 
am research coordinator of the Center for Health Policy and Jvionagement, John F. 
Kennedy School of Government at Harvard University. It is my intent to place the 
issue of profit-making in the treatment of substance abuse in the context of the 
broader commercialization of the American health and mental health care system. 

Many observers have noted that, over the past ten to fifteen years, health care in 
this country has increasingly been viewed as an appropriate and profitable area for 
commercial ventures. This is not the first episode of "commercialization" in Ameri- 
can health care. It is m> belief that a review of past and current patterns of com- 
mercialization will provide important insights into the issues -^ised in today's hear- 
ing. 

the record of commerciauzation in health care 

Commercialization in American health care has occurred several times over the 
past hundred years At the turn of the century, medical education became largely 
the province of businesses which trained doctors for a profit, much in the way trade 
schools now teach auto mechanics or computer programming. During the 1940s, 
large commercial insurance companies began to offer heeilth insurance, a product 
which had previously been available largely through private nonprofit organizations 
or cooperative agencies. 

From the late 1950s through the 1960s, the nursing home sector was converted 
from an aggregation of small, often family run, operations to a booming industry. In 
the 1970s, renal dialysis centers—previously limited to large teaching hospitals— 
were increasingly established as profit-making enterprises, many franchisee! in the 
model of fast food emporiums. 

Each of these episodes of commercialization followed a common pattern, and can 
be separated into three stages. In the initial phases of this transition, it becomes 
widely recognized vhat traditional providers are not suppl;ang sufficient services to 
meet the demands of clients. Often this results from new government initiatives 
subsidizing treatinent. The demand for nursing home care, for exeimple, burgeoned 
after the passage of Medicare and Medicaid. The number o*" patients treated for end- 
stage rena' disease grew exponentially in the decade after it was covered under 
Medicare. 

The second stage of commercialization takes the form of an influx of profit- 
making enterprises A large and growing body of research has documented that 
these new entrants diffti* on average from traditional nonprofit providers in several 
important ways: 

* Proprietary providers *end to be more sensitive to financial incentives, offering 
fewer service, and treating fewer clients who do not generate a profit. 

*lnvestor-ownsd enterprises, particularly when initially entering an industry, 
tend to offer a more standaruized package of services than do traditional private 
nonprofit providers. Thus, new entrants ap^iear more like "franchises", compared to 
pre-existing providers which follow a more "skilled craftsman" model. The services 
offered in proprietary settings tend to be relati/ely non-innovative. 

"Organizationally, for-profit providers tend to be more "self-contained". Compared 
to private nonproft providers, their boards of directors are smaller and more repre- 
sentative of staff than the community at large. By increasing organizational auton- 
omy in this manner, for profit institutions increase their ability to respond more 
quickly than can nonprofit institutions to changing conditions." 

The third, and in many ways most important, stage of commercialization occurs 
largely in response to the influx of for-profit providers. Existing institutions, both 
public and private nonprofit, begin to benave increasingly like their investor-owned 
counterparts As competition from proprietary^ facilities threatens to draw away 
profitable patients/clients, nonprofit organizations more aggressively strive to at- 
tract and hold such clients. In addition, the entry of profit-making oi^ganizations to 
some extent changes the perceptions of all provir^',rs' about their role in the commu- 
nity and their fiduciary relationship to patient and the general public. 

THE contemporary COMMERCIAUZATION OF MENTAL HEALTH CARE 

Mental health care is undergoing commercialization similar to that observed pre- 
viously in other sectors of the American health care system. In my assessment, we 
ai e now in the second— and about to begin e third— stage of this transition. 
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The first stage of commercialization, the expansion of demand for ^re, was initi- 
ated by state regulation and reinforced by the federal government's adoption of pro- 
spective payment. Throughout the 19708 and 19808, states have mandated coverage 
of mental health care by private insurers. As of 1984, more than half the states re- 
quired coverage for the treatment of alcoholism, 40 percent for mental illness and a 
third for the treatment of drug abuse. The growth of prospective payment, including 
Medicare 8 DRG system, has made mental health care appear even more attractive 
to health care providers. In the short-run, psychiatric specialty hospitals have been 
exempted from prospective payment under DRGs and contmue to be paid on the 
basis of costs. In the long-run, professional standards for treatment are aufticiently 
ambiguous that treatment of the mentally ill can be readily adapted to be made 
"profitable" under virtually any form of reimbursement It is thus not surprising 
that over 1000 short-term general hospitals are anticipated to establish psychiatnc 
units over the next five to ten years. , u i*u 

These same incentives have encouraged the growth of proprietary mental health 
care. A recently issued report by a m^or Wall Street investment firm concluded 

*^^^The psychiatric hospital industry is an attractive subsegment of the hospital in- 
dustry for investors. Inpatient psychiatric care is widely insured, occurs with pre- 
dictable and increasing incidence and is complex enough to render cost control ef- 

^°The mflux of proprietary providers is already well advanced. In the past fifteen 
years the number of beds in psychiatric hospitals under proprietary auspices has 
increased over 150 percent. Investor-owned general hospitals are growing at an 
equal rate and are increasingly providing care for the mentally ill. For-profit owner- 
ship has become even more pronounced in residential facilities and institutions spe- 
ciahzii g in the treatment of substance abuse. When last surveyed, between one 
quarter and one third of these facilities were investor-owned. Many of these inv^ 
tor-owned facihties are a part of a multi-facility system, as of 1982, two-thirds of the 
for-profit psychiatric hospital beds in this country were controlled by the five larg- 
est multi-hospital "chains". , . r r-. 

As in other episodes of commercialization, the newly entering for-profit pro/iders 
appear to offer care different from preexisting providers. Survey data reveal that 
proprietary facilities are half as likely to offer to treat patients at reduced charge 
and less than one quarter as likely to offer services which are inadequately reim- 
bursed. Staffing ratios are on average lower in for-profit than nonprofit facilities 
The former tend to offer a narrower range of services; in particular, they are less 
likely to provide educational and rehabilitative services Anecdotal reports suggest 
that investorK)wned facilities are concentrating to a greater extent on inpatient 
treatment than are private nonprofit institutions. • ,. *• r 

Neither this evidence, nor experience with past episodes of commerjiialization ot 
health services, indicate that the ,roprietary facilities cannot supply adequate;-and 
in some cases quite high-quality mental health care. In fact, by specializing in the 
type of care they provide, profit-making agencies may supply services more efficient 
ly than do their nonproprietary counterparts. 

Nonetheless, prior experience with commercialization, particularly in the n^rs^^g 
home industry, suggests that with any rapid influx of new providere, some will seek 
quick profits, through either low quality care or fraudulent practic^ In addition, 
existing evidence indicates that investorK)wned mental health care facilities place 
greater emphasis on obtaining profitable patients and selecting those services which 
are profitable and readily managed by administrators. 

Although current differences between for-profit and other institutions are fairly 
pronounced, as the mental health care sector enters the third phaseiof commercial- 
ization, some of these distinctions will be narrowed or eliminated There is evidence 
that this is currently occurring. Journals for (nonprofit) hospital administrators are 
replete with articles discussing "adapting to the age of competition At the 19«5 
annual meeting of the American Psychiatric Association, held last month, Dr Leon 
Eisenberg of Harvard Medical School reported that: . , . 

•The worst of it is that voluntaries, unable to cross-subsidize expensive but esspn- 
tial clinical services because of cost-competition, are becoming ever less distinguish- 
able from the proprietaries, as they 'market,' and worse, 'demarket , diversify, un- 
bundle' 'spin-off for-profit subsidiaries, develop 'convenienceK)riented feeder sys- 
tems' attempt to adjust case mix and triage admissions by their ability to pay 
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COMMERCIAUZATION AND THE TREATMENT OF SUBSTANCE ABUSE 

These broad patterns of commercialization hold implications for state and federal 
officials concerned with the treatment of substance abuse. Continuing commercial- 
ization of these services, along with mental health care in general, is likely to have 
several important consequences. 

'Troviders will focus on inpatient services. This will occur for several reasons. 
First, iiipatient care is more readily manageable, and thus ame^iable to the adminis- 
trative approaches found in many for-profit institutions. Second, professional proto- 
cols for mpatient care are in many cases better developed tha;i for outpatient treat- 
ment, outpatient care calls for a level of innovation that is unlikely to be foun^ in 
many of the programs initially established to provide treatment. 

"There will be a rapid influx of proprietary providers. Tni* affers some real advan- 
tages, by assuring that programs offering services will be rapidly and widely avail- 
able. At the same time, it presents some potentially serious risks. An influx of pro- 
viders increases competition, forcing facilities to become increasingly aggressive at 
generating utilization. This niay lead to placements of clients in programs inappro> 
priate to their needs. In addition, any rapidly expanding program will prove hard to 
control and therefore more readily subject to fraudulent practices. 

"The problems associated with the service system will not be exclusively those pro- 
duced ay the profit motive. The pursuit of profits is neither the sole nor even the 
most important source of problems associated with com.nercializafion. Proprietary 
institutions do appear more serxsitive to financial inCf.ntives, and this nay lead 
ihem, in response to such incentives to treat or not ^reat patients in a manner 
which is socially undesirable. Commercialization, ho'vever, represents a broader 
change, a reduced sense of community responsibility. This may have far more perva- 
31 ve effects than the profit motive per se, extending tc efTect the performance of pri- 
vate nonprofit and public facilities. The problems associated with commercialization 
must therefore be dealt with, not by blaming profit-making, but by more explicit 
statements of th<; responsibilities of health care facilities to the communities in 
which they operate and by more careful understanding of the types of financial in- 
ojntives created by the ways in whtch we pa> for and regulate the treatment of sub- 
stance abuse." 

These predictions point to i^ mes and problems which will not be readily solved. 
Nonetheless, our experience v h past episod is of commercialization in health care 
suggests that such problems '\ 1 likel> occui in programs for the treatment of sub- 
stance abuse. Both clients anu he general public will be best served if they are ad- 
dressed expediently. 

Chairman Miller. Thank you. Mr. Concannon. 
Mr. CoNCANWON. Thank you. 

STATEMENT OF KEVIN W. CONCANNON, COMMISSIONER, MAINE 
DEPARTMENT OF MENTAL H'iJALTH AND MENTAL RETARDA- 
TION, AUGUSTA, ME 

Mr. Concannon. Chairman Miller, members of the committee, 
my name is Kevin Concannon, and Tm the commissioner of the de* 
partment of mental health in the State of Maine. I very much ap- 
preciate the opportunity to appear here today. 

I wish to speak particularly in support of the efficacy, if you will, 
of State level strategies, %*hich avoid the overuse of restrictive and 
institutional settings for children and adolescents, and which opti- 
mall.y facilitate and support the development of an array of suita- 
ble alternatives. I'd like to highlight some of the points in my writ- 
ten testimony. 

First of all, I think, Maine has created an exemplary approach to 
man> of the issues that Tve heard discussed, both by Membsrs of 
the Congress here today, as well as the panelists that have preced- 
ed me. And that is, it seems to me, that at the State level, one of 
the key predictors of the general mix of services available to dis- 
turbed children and family, is a factor that is heavily influenced, or 
should be heavily influenced by leadership at the State level. 
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The State of Maine, I think, took a very effective step about 10 
years ago, in the creation of a cabinet-level interagency planning 
effort, which oversees the development of such services for chil- 
dren, the licensing, their planning, their funding, and most impor- 
tantly, their oversight. 

Maine, as a State, does not leave, and much of the testimony IVe 
heard here today has tended to describe, it seems to me, the system 
or aspects of the system of care of juveniles or young persons, 
either seeking psychiatric or substance abuse care, as though these 
were free-market forces operating in a laissez faire environment. 
That certainly isn't the case in my part of the country, generally, 
that is, in the New England Stat^, and I can speak specifically for 
Maine, and Fm generally familiar with New Hampshire, Vermont, 
and Rhode Island, as states that directly intervene at the State 
level, in terms of impacting persons who would, be they proprie- 
tary or nonprofit, provide an array of services. 

I think a coherent coordinated mechanism at the State level 
enjoys a number of advantages and Fd like to highlight those from 
the experience of the State of Maine. First of all, it creates a pre- 
dictable controlled and overseen development of proprietary as well 
as nonprofit services for children, and in the case of Maine, Fd 
point out the mix is overwhelmingly nonprofit agencies. 

There is but one proprietary psychiatric substance abuse hospital 
in our State. Joint planning and funding has allowed States like 
Maine, a relatively poor State, to optimize the use of funds, be they 
Federal or State funds, to support programs that are both least re- 
strictive, and we believe, efficacious for children. 

In the State of Maine, contrary to some of the testimony you Ve 
heard earlier today, we have witnessed a reduction over a 5-year 
period, a conscious reduction, in the number of residential treat- 
ment center beds lOr children, be they for psychiatric purposes or 
for substance abuse. And I would attribute that reduction to a 
number of factors that Fm going to comment on, but most impor- 
tantly, I think it is the planned full, affirmed bypartisan support of 
Governors and legislature, as well as agency heads that have over- 
seen the system in the State. 

We have, in our State, effectively promoted new and additional 
home-based treatment intervention services for emotionally dis- 
turb -^d children, and adolescents and for children entering the juve- 
nile justice system. I regret that Mrs. Johnson is not here, in th^f 
one very effective— she asked the question of efficacy, or art tnere 
programs that we can point to that seem to respond to the needs of 
seriously disturbed children and their families, without necessitat- 
ing hospitalization or institutionalization. 

In the case of Maine, we have nine such programs funded, li- 
censed, and overseen by the four principle State-level agencies that 
are modeled to a large degree on a program or set of programs out 
of the Tacoma, WA, area known as ''homebuilders.'' These are 
home-based approaches to children and their families, and the en- 
trance criteria for these programs are, the child must be referred 
by the juvenile court, mental health professionals, by schools, by 
child welfare officials as needing residential treatment, so we re 
not talking about the creaming process here of dealing with the 
kids whose pathology or problems are easily resolved. 
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And, in the case of Maine, we're doing 6-month and 1-year 
followups on these children to look at the broad criteria of is T.ie 
child still in the home, and are the parents or the child collectively 
reporting a reduction in symptomatology. 

These are very effective: These are cost-effective, they are 
humane, and they are directly reflected in the reduction in the 
number of residential or more co&tly treatment center beds in the 
State. Maine has, as a State, in statute, and in practice, a certifi- 
cate of need process enacted into law by the legislature, again 
strongly supported on a bipartisan basis. The certificate of need 
process contains some of the free-market forces that would take 
place otherwise, from a proprietary or a nonprofit agency. 

When agencies have turned to Maine, for example, I reviewed 
the data before coming down here, and over the past 3 years, 53 
proprietary or nonprofit agencies have turned to us to suggest, we 
want to provide more inpatient substance abuse beds for adoles- 
cents, for example. 

We have currently a moratorium in our State, affirmed by the 4 
State agencies, opposing in effect at this time, any further develop- 
ment of inpatient adolescent beds. And we have effectively dissuad- 
ed—if I can use that word— those who would offer unneeded, un- 
necessary beds to respond to the needs of these young citizens and 
their families. 

So there are effective strategies, I want to point out. 

The State of Maine is one of eight States that has applied to the 
National Institute of Mental Health effectively, I g^^ess, or success- 
fully, I should say, applied for program funding undor the so-called 
CAASP, or Child and Adolescent Services Progran grants. You 
might be interested to know that of 54 States and ter.ntories, when 
the Congress authorized the CAASP at the National Institute of 
Mental Health, 43 of the 54 States and territories applied for these 
moneys that are targeted, not for additional services, but that are 
targeted at system improvement at the State level, to enable States 
to better manage the array of services for children requiring every- 
thing from in-home services to the most restrictive, if you will, out 
of home placement. 

There is tremendous, I take that as, direct evidence that there's 
a lot of interest and realization at the State level that system im- 
provements can be made. We're one of the States that have re- 
ceived these relatively modest grants in Federal terms, I would say, 
but important for States like Maine, and long-term, I think many 
of the kinds of issues that I've heard here today, are likely to be 
addressed by programs like CAASP, effectively supported by the 
Congress at the State level. 

I would point out, as well, that in Maine we have effectively le- 
veraged, if you will, and supported a variety of public funds from 
the Federal level, the block grant funds and social services, the al- 
cohol, drug abuse and mental health fuads, those ijnds that are 
available through Public Law 94-142, with State funds so that we 
can collectively between these four principal State level agencies, 
support the placement and services of children in those settings 
that are least restrictive of their freedom but that are most appro- 
priate. 
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We have a mandatory insurance law, just by way of reference, in 
Maine, mandatory mental health and alcohol insurance law, but 
that mandatory law mandates, as well, a variety of out-patient 
interventions for persons, so I think there are various subdivisions 
even within the mandation issue around the insurance benefits, 
and we're relatively a recent State in that respect. 

Finally, I would point out that we have, I believe, a very impor- 
tant and identifiable and visible locus of policymaking and plan- 
ning for childiens health, children's mental health, in substance 
abuse services in our State. I think that's an extremely important 
element, and an absent one in many States at the local level. 

About a month or so ago, I was at a meeting in Texas of a 
number of children's mental health principally child psychiatrists, 
and from the podium, about 400 child psychiatrists were asked if 
they could identify the person or the locus— that is, the office in 
their State—that sets mental health policy for children and adoles- 



And fewer than a dozen se-identified that. 
I take that as a problem with State government on failing ^o ef- 
fectively convey to practitioners, family, and others, the utility of a 
locus at the State level, as well as the manner in which the Ameri- 
can Mental Health Care System has evolved wherein practitioners 
dealing with families on a day-to-day basis are unable to influence 
the policymakers and planners at the State level. 
Thank you, sir. 

[Prepared statement of Kevin W. Concannon follows:] 

Prepared Statement of Kevin W. Concannon, Commissioner, Maine 
Department of Mental Health and Mental Retardation, Augusta, ME 

Mr. Chairman, members of the committee. My name is Kevin W. Concannon and 
I am the commissioner of the Maine Department of Mental Health and Mental Re^ 
tardation Since February of 1980, I have served as commissioner of Mental Health 
and Mental Retardation and for several years had responsibility, as well, for correc 
tions and juvenile justice. I appear to speak in support of State level strategies 
which avoid overuse of restrictive and institutional settings for children and adoles- 
cents and, which optimally facilitate and support, the development of an array of 
suitable treatment options for disturbed children, adolescents and their famihes 

As a State, Maine has taken effective steps at the State level to provide more ade- 
quately for the mental health treatment needs of children and adolescents requiring 
special intervention through the development of a predictable and visible interagen- 
cy planning office for children *s services at the State level This interagency f ^an 
ning effort for children, originally supported by Federal funds from the Law En- 
forcement Assistance Administration, has for 10 years been the instrument through 
which State level policy, planning and funding for the treatment needs of children 
and adolescents have been addressed. Specifically, in Maine, the four major child 
serving agencies— Mental Health and Mental Retardation, Corrections; Education, 
and Human Services— jointly coordinate the planning and needs assessment efforts, 
licensing of these facilities, funding, and oversight of the range of residential treat- 
ment centera operating in Maine serving disturbed children and adolescents These 
commitments to interagency planning and a coherent, legislatively affirmed, fwlicy 
for funding, licensing and overseeing the range of treatment centers in our State 
have resulted m a number of benefits: 

1. A more predictable, control l**^, and overseen development of proprietary and 
non-profit children's residential, psychiatric and treatment services in the state. 

2. Among the four State agencies with differing indiviiual legislative responsibil 
ities, the joint plan.iing and funding has allowed State agencies to make the opti 
mum use of their respective funds, that is. mental health funds are used as an ad- 
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3, The number of residential treatnicr.t center beds in our State over a 5 year 
penod has been reduced, at the same time that a variety of less restrictive treat- 
ment options has been encouraged and financially supported by the major State 
agencies to serve children and adolescents; 

4, Particularly over the past 3 years Maine has effectively promoted new and ad 
ditional home-based treatment intervention services for emotionally disturbed chil- 
dren and adolescents and for children entering the juvenile justice system. Socalled 
"homebuilders" or home-based services based upon the model from the State of 
Washmgton have effectively diverted hundreds of Maine children who had been rec* 
ommended for more intensive, more restrictive residential treatment either in psy- 
chiatric inpatient units or residential treatment centers by social workers, physi- 
cians, mental health agencies, schools or juvenile justice intake workers. In short, 
Mame 8 experience has affirmed the cost-effectiveness and humaneness of being 
substantially committed to intensive, home-based services with mental health pro- 
fessionals as an effective strat^y to deflect the mayority of children referred for res- 
idential treatment. 

5. Maine has moved from being reactive as a State agency to being proactive 
through the development of a "certificate of need" process enacted into law by the 
Maine Legislature. The certificate of need legislation in Maine requires that pro- 
posed vendors of residential treatment to our youth anticipating application for 
Medicare, Medicaid or private insurance reimbursements must submit proposed 
projects to the certificate of need process. This includes public hearings, feasibility 
data and review by the affected State agencies. The C.O.N, process has been ex- 
tremely helpful in guiding the collective efforts of individual State agencies, as well 
as appropriately dissuading individual entrepreneurs or agencies who have proposed 
expansions or major developments in Maine that are, in the judgment of State and 
local officials unnecessary. 

6. Through the interdepartmental children's process in Maine, agencies seeking to 
provide new or expanded programs are encouraged tc seek direct technical assist- 
ance and advice from the ^r.terdepartmental children's staff. These staff, incidental- 
ly, take their direction from the four cabinet level officers, commissioners of the re- 
spective agencies, and the deputy commissioners, hence assuring that the interagen- 
cy efforts reflect the current direction and policy of agency heads. 

* 7 Mfiine, through tht interdepartmental planning, funding and licensing process 
for children's treatment centers, has maximized its use of Federal as well as State 
funds, and in the case of Federal funds has utilized funds from th(^ social services 
block grant, the alcohol, drug and mental health block grant, and education funds 
available through public law 94 and 42. 

8. Maine is one of the initial eight States funded by the CASSP (Child and Adoles- 
cent Service System Program) through the National Institute of Mental Health and 
I believe the Congress is to be congratulated from the mental health community's 
viewpoint for your authorization and funding of the CASSP program. You may not 
be aware that of 54 States and territories, in 43 of the States the highest level of the 
executive branch agencies applied to receive these system improvement funds, and I 
am confident that this program, while relatively modest by Federal standards, will 
pay long term dividends in enhancing the ability to State systems to serve better 
the needs of children of emotionally and behaviorally disturbed children whose 
needs transcend any one public or private agency svstem at the State level. Finally, 
I would point out that it has been my observation that States that have an identifia- 
ble locus of polic> making and planning for children's mental health or corrections 
related services for children beyond the State mstitutions are organizationally 
better able to oversee and plan for the range of needs of children and adolescents 
without being so overly dependent upon pure "market forces" and this locus of plan- 
ning helps to directly facilitate appropriate, less restrictive treatment and habilita 
tion settings for children and adolescents at the state level. The absence of an iden- 
tifiable locus continues to be of concern to me and others in the field. Anecdotallv, 
at a meeting I attended a month or so ago in Texas with approximately 400 child 
and adolescent psychiatrists from across the U.S , fewer than a dozen of those in 
attendance were able to identify the specific locus or individual within their respec- 
tive states who set and oversaw children's mental health policy This, regrettably, 
contributes to unresolved problems in certain states and areas of the country. 

TTiank you for this opportunity. 



Chairman Miller. Thank you. Mr, Richard? 
Mr. Richard. Mr. Chairman, thank you for the opportunit> to 
testify. 
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STATEMENT OF ALBERT RICHARD, JR, CHIEF JUVENILE 
PROBATION OFFICER, DALLAS COUNTY, TX 

Mr. Richard. It's my understanding that what this committee 
would like to hear is a perspective from the Dallas and Texas areas 
regarding their perceptions of this problem. 

This is not an issue that's come to the fore either in Texas, or in 
Dallas. It s not one that's talked about publicly. However, in recent 
discussions with a number of professionals in the Dallas communi- 
ty, I was surprised to find a great deal of concern and interest, and 
a gieat deal of pessimism about future developments relating to 
the provision of residential programs for children. 

I have two examples in my written testimony which are intended 
to illustrate the extent of the power, and the potential abuse of 
that power that can be exercised in these psychiatric and chemical 
dependency programs. These examples were gleaned from conver- 
sations with attorneys and others in the Dallas community, again, 
expressing their concern that this will become an increasing option 
for many parents, particularly due to some revisions of State insur- 
ance laws. 

In one case, a young man was totally immobilized and strapped 
to his bed; he was visited by his attorney who was representing 
him because it was an involuntary commitment to a private psychi- 
atric Tacility. When she questioned the nurse about why he had to 
be totally immobilized in such a manner, the nurse said he violated 
his treatment plan because he went to the bathroom across the 
hall without permission. 

In the other example, the immediate use of drugs on a child as- 
suming that he had a depression or some other kind of disorder 
and I guess some type of medical protocol that says as soon as you 
walk in the door, you get drugged, we had that young boy in deten- 
tion for months, he never exhibited any depression, he never exhib- 
ited any psychotic behavior, he was never even a behavior problem. 
I was somewhat surprised to learn that medication was such a big 
part of his treatment, since he seemed so lucid and so able to un- 
derstand the ramifications of his behavior and the possible therapy 
that he would have to undergo. 

The contrast to the detention center these programs present is 
quite striking. In the Dallas County Detention Center, for example, 
no child is ever handcuffed, no child is ever put in a straitjacket or 
any other type of restraint. A child may be separated, put in a sep- 
arate room, or watched closely, and even then systematically, every 
effort is made to take a child off of even that much restriction. 

We have a locked environment, but we don't find it necessary to 
have a repressive environment, and in fact, we try to enrich it as 
much as possible. 

There is a continuous, continual, and a persistent effort on the 
part of parents, school officials, and I think health care officials, to 
caicgorize the misbehavior by children as some form of illness. It 
was my experience, as a probation officer, that parents repeatedly 
and persistently requested that some type of label be given their 
child's misbehavior. If they then had an opportunity for the child 
to be locked away in some facility, that was even better. 
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Parents have a tendency, somewhat in a state of panic and some- 
times maybe simply because they're incompetent parents, to re- 
lieve themselves of the responsibility for their children s misbehav- 
ior. It is often quite easy for psychiatric health care providers to 
pursuade parents that the alternative that they offer, which is 
medically approved and medically supervised, is the appropriate 
and caring alternative that they should provide their child. 

In Texas, basically what has happened is t'lat this has not been a 
widely available alternative, although it certainly has been there, 
there have not been any of the mandatory provisions that you've 
discussed, regarding Minnesota, and there has not been a propor- 
tionate number of beds. 

Recently, the Texas Legislature passed two provisions that will 
increase the number of chemical dependency beds. One is that 
there is no longer a requirement that a certificate of need be issued 
for alcoholism treatment progiams. And second, that insurance 
companies cannot refuse to pay for alcoholism treatment. 

Those two provisions were passed very benignly, or because of 
some very b3nign pressure by some public officials who had been 
unable to obtain alcoholism treatment in theii State, and felt that 
it was a tragedy and it probably was, that people were not able to 
get the help that they needed. 

It is the opinion of some health care providers and attorneys in 
the Dallas area, that because of those two provisions, the number 
of chemical dependency beds in the Dallas area could double in 6 
months, or more than that over a period of a year or two. 

There are a number of attorneys who are concerned about the 
fact that it s too easy, already, for parents to get children into 
these facilities, and they are quite distraught by these develop- 
ments, primarily because the number of beds will probably lead to 
a number of questionable admissions, again, as you've discussed 
earlier. 

I admit as the committee has discussed, that the whole issue re- 
lating to this type of care is very difficult to assess objectively. 
However, I would point out that the effort to identify a need is 
probably the most difficult part of this issue to assess because the 
need in a real sense is created by the existence of the program. 

There is not available and again, as has been discussed earlier, 
neither in terms of the private providers, for-profit providers, a 
wide range of alternatives and options. None of the chemical de- 
pendency programs offer a halfway house, for example, nor foster 
homes or some type of intermediate care, other than outpatient. 

One of the persons with whom I spoke recently suggested that 
she did want to develop a new program that would offer e halfway 
house as an alternative. If she does, it will be the first in the Dallas 
area to be offered. She also indicated that if she did provide this 
type of service, she would not be able to make a profit. It would be 
a break-even at best. So you can see that the financial motivation 
to establish that type of alternative is not there. 

The public sector, as well, in terms of strictly chemical dependen- 
cy, has not been able to offer parents a wide variety of alternatives, 
either. The mental health, mental retardation services in Dallas 
County, for example, have very minimal provision for community 
based care, for either alcoholism or chemical dependency. 
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For the most part, these alternatives are either not well-known 
and in almost every case, they are very inadequately funded. So 
you see, that a number of parents do face a real crunch, a real 
issue. They're looking for an alternative; they are looking for help. 
Even those who are balanced in their motives. Parents who are 
truly nurturing, who want some help, have difficulty. 

The parents who are not quite so benign in their motives are less 
restrictive. They have little restraint in using the extreme alterna- 
tives that the lockups offer, and therefore, what happens is, essen- 
tially the children are in a position of having no power, no say, and 
they essentially are shuffled off to the most convenient alternative 
available. 

It's an unfortunate combination of factors that makes that possi- 
ble, and I think what you're dealing with is perhaps, as a grev 
area, you're not able to give a definitive answer to it, but I think 
you would at least need to address the issue of whether or not un- 
restrained growth of these programs is beneficial, as well. 

Thank you, Mr. Chairman. 

[Prepared statement of Albert Richard follows:] 

Prepared Statement of Albert Richard, Jr., Chief Juvenile Probation Officer, 

Dallas County, TX 

An attorney has been appointed to defend the application for involuntary commit- 
ment of an adolescent to a private hospital. The attorney goes to visit the young 
man in his room. He is strapped to his bed, totally immobilized The attorney asks 
the nurse what the problem might be. The nurse explains that the patient violated 
his "treatment" plan by going to the bathroom across the hall without permission 
and being strapped down is the consequence he must suffer This is evidently an 
intensive and restrictive treatment protocol which is supposed to improve mental 

Another young man has committed a very violent offense. He is detained for 
many weeks. His high powered attorney seeks the best possible treatment for mm 
since the family can afford to pay. While in detention he is a model inmate Boyish 
and somewhat befuddled by his predicament, he is nevertheless controlled and well 
oriented to his incarceration. . u- . • r -i-. *u j- 

The Court allows that he be committed to a private psychiatric facility as the dis- 
position of his case. ™, , i x n 

Days after entering care, he rapidly deteriorates. The drugs he was automatically 
administered upon admission are increased in dosage to deal with his deepening de- 
pression. Ironic that a juvenile detention center can be more stabilizing and less de- 
pressing than a hospital. But not surprising, 

Detention centers have « well established set of legal and professional standards 
and restramte. Psychiatric facilities have much more latitude and access to invade 
your body and restrain your behavior. Even with well developed mental health 
codes the prerogatives of the staff of a psychiatric facility far surpass the scope and 
intensity of the powers of criminal or juvenile justice facilities Once a child is iden- 
tified as a patient, there is great potential for intrusive and destructive interven- 

*^*°Im*mediately after employment in juvenile justice, I found .nvself besieged by par- 
ente eager to identify the cause of their children's behavior as lying in some form of 
psychiatric disorder. Requests for brain scans were commonplace and for a full bat- 
tery of psychiatric evaluation. The implication was that if some form of illness were 
found the parent would be relieved of at least some of the responsibility for the 
child's misbehavior 1,1 • j t 

This desperation on the part of parents is not lost on health service providera in 
the last two (2) years at least three (3) large corporations have considered, or have 
actually implemented programs and beds in the Dallas/Fort Worth area to meet the 
demand for an alternate for parents facing adolescent behavior problems including 
drug abuse- At least 115 new beds have been opened in the Dallas area during this 
time, and a much higher number is either being planned or considered 

Concern about the growth of programs, both public and private, for substance 
abuse treatment especially, has caused a local group of child-care providers in 
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Dallas to plan a iocai r^mtn tv ^x^ir.z the ne^ «nd aooroPriateness of such an 
expansion. Both for profit and non-prcfit providers wiil participate. 

There is every indication in Texas that there is significant motivation for hospi- 
tals to provide adolescent psychiatric and chemical dependency programs. Attorneys 
and child-care providers are concerned about this growth. The monetary motivators 
are obviously primary in causing such an increased corporate participation. Success 
of such programs requires marketing and recruitment energy which may not be re- 
strained or checked by the accountability which the public sector faces. There is 
great potential to overuse the more profitable option of residential instead of non- 
residential services There is an obvious inclination to diagnose and identify prob- 
lems which require such care. Unlike the public sector, there isn't a sentiment or 
even a pretext that the business sector is attempting to work its way out of a job. 
Business is there to stay as long as the money is there. Not necessarily a !audable 
goal in the context of human services. 

Recently, the Texas Legislature passed two (2) laws which will increase the 
number of adolescent care beds in the State. No longer is it necessary to obtain a 
Certificate of Need to open an alcohol treatment facility. Also, insurance carriers 
can no longer refuse to pay for treatment of alcoholism. But of these factors are 
expected to significantly increase the number of alcohol treatment beds in the 
Dallas/Fort Worth area This is especially true since many hospitals are txperienc- 
ing low censuses and since they can be reimbursed at actual cost by Medicare and 
Medicaid. 

The number of available beds is the key to the real potential for abuse. The more 
beds the more pressure to fill them. Given that the juvenile system has increasingly 
made it difncult for problematic children to be dumped on itself, parents may easily 
turn to the private sector. Despite some legal safeguards in Texas, parents can es- 
sentially place their children in chemical dependency programs as easily as they 
can admit them into a hospital for appendicitis. 

The whole issue of adolescent psychiatric and chemical dependency treatment is 
very difficult to assess objectively. Hospitals can, m most cities, easily fill existing 
beds and experience a waiting list at that. It is almost impossible to conclude that 
this means a true need is being met. The "need" may have been in a real sense 
created by the availability of the beds. 

Therefore, some form of regulation and control needs to restiict not only the ad- 
niission process, but the scope of treatment itself. There also needs to be some form 
of incentive for providing less restrictive forms of treatment and control. It should 
never be assumed that parents and health care proressionals will automatically pro- 
vide reasonable, balanced and appropriate mterventiona. Their motivations are too 
complicated and frequently self-serving to trust implicitly. 

Finally, there is no question that many children and families are experiencing dif- 
ficulties which desperately n^^d to be addressed. Intensive hospital programs can be 
helpful and effective As long as there are adequate safeguards, restraints, and cost 
controls, the benefits which can be provided will assist everyone involved, mcluding 
the patient Lacking a balance, we will see repeated the abuses which had been ex- 
hibited by juvenile justice when it was virtually unrestrained. Respect for children 
and caution in their care will result in the type of nurturance and interventions 
appropriate to the problem A lack of wisdom could easily increase and aggravate 
what are usually only typical childhood and adolescent problems. 

Chairman Miller. Thank you, Mr. Richard. 

Once again, we have a vote, and if you don't mind, I would like 
to go over and vote, and FII come right back for the questions. 

[Brief recess is taken.] 
^ Chairman Miller. Thank you very much for sticking with us. 
Fm sorry about the interruptions. 

Dr. Schlesinger, your testimony is rather forceful about what we 
might expect in terms of the increased utilization of the for-profit 
mechanisms. And when I think sometimes that you're overstating 
the case, I listen to Mr. Richard, whose concern is that the chemi- 
cal dependency units can circumvent the certificate of need re- 
quirement, I assume under the guise that it's an alcoholism treat- 
ment program. Mr. Richard, are you using alcohol treatment pro- 
gram and programs for chemical dependency. One sounds broader 
than the other. Is it the same facility interchangeably? 
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Mr. Richard. In fact, at the last minute, a provision for chemical 
dependency was taken out of that law, and I raised that point with 
the person I was speaking to, and said, oh, no, they took out drag 
abuatf- And she said, "what's the difference if they re using chemi- 
cals or— any kid with a drug problem's going tu u»^? alcohol. And s« 
they will be brought in; they will qualify.'' 

Chairman Miller. Do you see that as a pretext by which the 
case load can be maintained? 

Mr. Richard. This is a person in the industry, who said it's not 
going to be a problem. 

Chairman Miller. It's not a problem. 

Mr. Richard. They're going to get them in. 

Chairman Miller. Well, that's one view of it. 

Mr. Concannon, I'm encouraged by what you're saying. It ap- 
pears, should the State desire it, and I don't have any way to meas- 
ure at this point in our hearings, what Maine does as opposed to 
what California and other States do, but if the State should desire, 
you seem rather confident that they can maintain control over 
both public and the private facilities, operating together. This 
seems to be the nub of your case. 

Mr. Concannon. Correct. And I think there are a number of re- 
inforcing elements, and one is the reference here to the certificate 
of need, the kinds of laws and policies. Maine has a fairly stringent 
certificate of need, encompassing certificate of need law. But as 
well, at the policymaking level, cabinet level officers who by agree- 
ment have said any children's residential center coming into the 
State under any degree of intensity, whether it's just a group home 
or whether it's a residential treatment center, by policy, the propo- 
nents must come and deal with all four agencies in one matrix, one 
locus of operation. 

And that has helped, I think, actually helped those who would 
provide the service, and it's certainly helped the State. Because, 
previously, and Tve been around State government for about 10 
years, people would come in serial fashion, and what they didn't 
get from the mental health agency, they would go to the alcohol 
agency or social service agency or somewhere else, and the right 
hand did not know what the left hand was doing. 

I think if you get a policy that is affirmed at that level, and then 
what has helped overall in all of this is that we have strong legisla- 
tive and, obviously, gubernatorial support to support the idea that 
we didn*t want to encourage just pure market forces. There ought 
to be a relationship between persons opening the door for some 
type of service, and what the judged needs are of the State. They 
are unavoidably impacted, if you will, in the broader area of chil- 
dren's services by what the mix of services are. 

If there are no group homes, for example, for children of various 
categories, then you're going to get a lot of pressure on more re- 
strictive hospital based beds, and so we have to look at the whole 
system as our view as well, and that's where it helps to have this 
kind of planning vehicle at the State level. It helps all of us. 

Chairman Miller. Let me ask you this. Maine has their share of 
low income families, if I remember correctly. 

Mr. Concannon. Very definitely. I think we're 41st in the coun- 
try in terms of per capita income so it's a relatively poor State. 



ERIC 



59 



Chairman Miller. Right. I recall this because your Governor did 
the report on children's accidents? 
Mr. CoNCANNON. Correct. 

Chairman Miller. Which compared and found poverty to be sig- 
nificant and also a predictor of accidents. In this health care 
system that you're talking about, you said you have a mandatory 
insurance coverage? 

Mr. Conlainkgn. Yes; wp have mandatory mental health and 
mandatory substance and drug abuse coverage for outpatient serv- 
ices. It was available previously for inpatients, but the legislature 
mandated outpatient services. This is where there was a previous 
tendency for persons, even Medicaid, for example, to reimburse 
more intensive inpatient services, and over the past several years, 
the outpatient aspects of both Medicaid, as well as private insur- 
ance, have been mandated by the legislature. 

Chairman Miller. Do those individuals who are covered by pri- 
vate insurance, do they use public facilities? 

Mr. CoNCANNON. Yes. Definitely. 

Chairman Miller. So you would have a mix of clientele of work- 
ing poor, unemployed people, middle-class people? 

Mr. CoNCANNON. Absolutely. We operate, my department oper- 
ates the State hospitals, for example, fully JCAH accredited. There 
are other factors, I think, should be brought out too. If one main- 
tains accredited state of the art public facilities, then people tend 
to retain their confidence in them, but if they are neglected, like 
the classic State hospitals of old, then people are going to go else- 
where. 

Well, we maintain accredited staff, and we get a wide variety of 
income levels in our hospitals. 

Chairman Miller. Let me ask you this, and Dr. Schlesinger, you 
may want to comment. It seems to me that if I was sitting out 
there as a consumer, and I was having trouble with one of the ado- 
lescents in my family, or concerned about them, or suspected some- 
thing, it seems to me the message I would be receiving is that the 
public facilities are being cut back, or they're not working or 
they're less available, and all of a sudden in the middle of a 
Sunday night program, comes on an advertisement which says 
bring your child to us. I just wonder how, if the State desires to 
keep these two tracks from spreading apart, how do you integrate 
those programs? 

Is there any attempt to have a requirement, either in Dallas or 
Massachusetts, or Maine, that these private facilities take children 
of unemployed parents or people who can*t pay the rate. Or is this 
really the beginning of a separate system starting of adolescent 
health care being launched? 

Mr. CONCANNON. Well, I can't speak for the other States, but 
that general concern about c^'eating or encouraging a two-track 
system was very much in our mind in Maine, when we had a major 
proprietary hospital come in and open up for business, more re- 
cently. And during the certificate of need process, we testified, we 
have working protocols with that hospital, and in fact, anticipating 
proprietary hospitals coming in, the Maine Legislature enacted leg- 
islation that says, by statute, a person cannot be transferred from a 
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private h3spital to a State hospital for other than medical reasons, 
and I must approve that. 

That is, that recommendation is made to the commissioner of 
mental health, and the purpose of that legislation was to preclude 
the possibility of persons using up their insurance benefits after 30 
days or whatever the limits might be, and then being transferred 
into the public system. So I think we've anticipated that in our 
case. And I haven't seen any evidence of that, of dumping or 

Chairman Miller. Let me ask you this. There's a fair amount of 
concern, a^ain in the area that I come from, in medical cases, of 
^'dumping* people without insurance. Tve had a number of tragic 
cases riglit ir* n:iy own district, where people have been transferred 
and pushed from hospital to hospital, ctim finally h«ve died before 
they were provided surgery or care. 

The allegation is being made that the hospital's determinations 
are being made because these people have no insurance. That 
seems to be the direction they're going. YouVe suggesting you've 
been able to stop such "dumping" in Maine? 

Mr. CoNCANNON. We have been able — Maine is a system princi- 
pally of community based nonprofit hospitals. And between their 
obligations to provide a certain amount of free unreimbursed care, 
as well as the Maine Medicaid system is another factor. We're a 
State in which an overwhelmingly high percentage of physicians 
and hospitals participate in Medicaid, as compared with some num- 
bers I've seen in some States, the numbers of physicians who agree 
to accept or serve Medicaid. We haven't had problems along that 
line, so I haven't seen evidence of that. I'm not aware of that as an 
issue in the State of Maine. 

Chairman Miller. Would that certificate also require a facility 
such as we're talking about, a chemical dependency facility, a psy- 
chiatric facility, to have criteria for admissions? 

Mr. CoNCANNON. Yes. 

Chairman Miller. That's one of the things it has? 
Mr. CONCANNON. Yes. 

Mr. Schlesinger. Could I comment on this question? 
Chairman Miller. Yes. 

Mr. Schlesinger. It seems we're in a peculiar kind of double 
bind, here. On the one hand, we're concerned, and rightfully so, 
with creating a two-track system for hospital care. There are some 
States, by creating indigent care pools for hospitalization, which 
address that concern directly. However, by creating indigent care 
pools for hospital care, we've now created the opposite problem. 
We're hospitalizing everyone again, which is exactly the problem 
we wanted to avoid. 

Chairman Miller. In the mental health area? 

Mr. Schlesinger. In mental health side. And unless we come up 
with some way, it seems to me, of providing a balanced system of 
payment for people without insurance, not just for hospitalization, 
it seems to me that our efforts to avoid two-tracking will inevitably 
lead to more hospitalization of the mentally ill. 

Choirman Miller. Let me ask you this. Assuming good faith and 
a strong public interest desire, does the system that Mr. Concannon 
outlines work toward the prevention of such a two tracking 
system? 
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Mr. ScHLESiNGER. I think it does. I think Maine's been very pro- 
gressive in that sense. At the same time, I think we have to recog- 
nize that the trend nationwide is in the opposite direction. The 
States are dropping their certificate of need programs and are pull- 
ing back from the direct provision of mental health care, going to 
contracting with private providers, with relatively little control 
over that system. 

^ And so, although I think Maine represents very nice example, 
Fm not sure it's one we can place a lot of faith in for the country 
as a whole. 

Chairman Miller. Again, as politicians, weVe products of our 
own environment, but Fve seen two of my public hospitals convert 
to private hospitals in the last month. This seems to again follow 
what you're suggesting. Dr. Schlesinger. In moving to a more com- 
petitive mode, like the private providers, they're moving to position 
thciDselves so that they can compete. 

So I would assume that 1 will then a greater emphasis bein^ 
placed on receiving this kind of reimbursement? 

Mr. Schlesinger. I would suspect. 

Chairman Miller. Congressman McKernan? 

Mr. McKernan. Thank you, Mr. Chairman. I apologize for arriv- 
ing at the 11th hour. I want to welcome the Commissioner from my 
State, and say that 

Chairman Miller. He brought the little ray of hope we've had in 
this committee all day. Welcome him warmly. 

Mr. McKernan. Well, I think you'll find that if you look at the 
number of the programs that have been implemtnted in the State 
of Maine, that there is a lot of hope for what States can do in a 
creative and progressive way. 

But to the Commissioner, I'd just say that Ive been testifying in 
another hearing, which I thought was going to take half an hour, 
and it was 3 hours, but hopefully that will mean more jobs in 
Maine in the lumber industry which will give us more funds to im- 
plement important programs such as his. 

Speaking of certificate of need, in my real life, before I became a 
Member of Congress, I was very involved, as you remember, Kevin, 
in the ins- itution of that law. 

Mr. CoNCANNON. Yes. 

Mr. McKernan. Has there been any problem with regard to pri- 
vate hospitals with the skimming concern that many people had? 
Obviously, it was finally determined that in Maine, at least in the 
one private psychiatric care hospital, that was not going to happen, 
what has the experience been? 

Mr. CoNCANNON. I think, really, the Maine law, the certificate of 
need law, put that proposal through vigorous review and the legis- 
lature, on a bipartisan basis, considered the potential of it, and we 
have not seen any evidence at this point, of the skimming, and we 
have been quite sensitive to that, obviously. 

I think, as I mentioned to an earlier question, the historic com- 
mitment of the legislature to maintaining the State hospital 
system and the community mental health center system at an ac- 
credited and decently financed level has played a major factor, too, 
in retaining public confidence in the system in our state. 
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Mr. McKernan. Let me ask you a more philosophical question, 
Kevin, about the future, if this trend continues and more and more 
for-profit hospitals started to develop. I guess you mentioned to the 
chairman that in Maine, we don't really have a history of that; I 
mean, this is the first facility of this type that ever came in, so that 
we were just a little concerned and we did have the foresight to 
make sure that they would be subjected to rigorous testing before 
they were approved. But do you see, under the certificate of need 
process, whether or not we are adequately protected, if we get more 
and more of these applications, even if they can demonstrate a 
need? Will they be changing the way services are related, so that 
one group of people are going to these private hospitals, and an- 
other group of people will go into the other not-for-profits? 

Mr. CoNCANNON. I would hate to see that happen. I clearly 
would. And, at this point, I don't see evidence of that in Maine be- 
cause the system, the community-based hospitals, as well as the 
tertiary hospitals, there's a very well integrated system of care 
across the State. We're one of the States that has all graduate, so- 
called graduate level community mental health centers. 

That's again a tribute to the iegislaluie over the years, we still 
have holes in our system. I'd have to say that but we have the 
basic rudiments of a basic health care system that at this point, 
unless something just cataclysmic happened, I don't see us going 
the route of what apparently is happening in some parts of the 
country. 

Mr. McKernan. If you could just give the committee, a cursory 
in nature, and if you have any other more thought out explana- 
tions after, if you could furnish it in some kind of written testimo- 
ny, some of the growing pains you may have had in your inter 
agency approach. Because you talked about in your testimony the 
great successes, especially in the deinstitutionalization and a veiy 
different focus on how we're delivering services, which I think is 
very important and I guess Tm not as pessimistic as our other ex- 
perts and witnesses here, but I think we're doing great things in 
Maine, and that we're on the right track, but there may be some 
learning curvt issues that you might be able to share with us as to 
how other States could get into it. 

Mr. CoNCANNON. Well, certainly, the inner agency effort in 
Maine ha3 had to overcome some traditional turf boundaries, if you 
will, of persons, all agencies, for example, guarding the respect of 
Federal streams. If I'm the mental health agericy, Tm ^oing to be 
caieful about, for example, mental health block funds, right now. I 
don't really want to spend them on child welfare, and conversely, 
the child welfare agency doesn't want tc expend title 20 moneys on 
children's mental health, and then you get alcohol, drug abuse, and 
other factors like that. 

So we've had to kind of overcome some understandable uneasi- 
ness about, are you trying to reach into my back pocket, even for 
good purposes, and expend limited resources. So, it's been a process 
that has grown over I'd say the 10-year period, and it was rather 
?umbersome and complicated initially where we had a lot of people 
in the middle levels of State government negotiating things back 
and forth, and it became I think terribly bureaucratized at one 
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point, and got out of control. The cure was almost as bad as the 
illness. 

A couple of years ago, we streamlined that down, and took the 
department heads, and said, let's limit it to the department heads 
and their deputies; allow real people to do the staff vv^ork for you, 
but limit the decisionmaking to the four department )ieads. 

And we've seen the advantage with limited State and Federal re- 
sources of our kind of throwing our oar in together and that's been 
advantageous, you know, really to all of us to keep people out of 
our hospitals and institutions. I was reminded of the fact that, for 
example, in public psychiatric hospitals, it follows an earlier ques- 
tion about public-private, across the country in the early 1960's, 
there were 500,000 people, more or less, in public psychiatric hospi- 
tals, and about a quarter of that number were children and adoles- 
cents. 

If you look at that numbers now, there are under 150,000 people 
in the United States in public psychiatric hospitals, and consider- 
ably less than a quarter of them are school-aged children or young- 
er, and that's the case in Mair e. We have 600 State operated bedb. 
and we have about 40 young persons, aged 18 and younger, in those 
beds So we have definitely considerably reduced the utilization of 
hospitals for this group of persons. We learned it over time and I 

tninK It's triiSt* ^ fU^*^!^ fU^ l^rv^^lr^f — : x t 

Maine, as you know, the legislature tends to .'ay close to the exec- 
utive branch, and if they sense our going in a direction they don't 
want to affirm, then they can very appropriately call us before 
them, and they have tended to stay along with this and have been 
supportive of co-mixing, if you will. State moneys for agreed-upon 
policy directions. 

The numbers of children in foster care in our State havv gone 
down from a high of 2,500 and now are around 1,900, and again, 
thi't's been with legislative support for home-based care. 

Mr. McKernan. Thank you, Mr. Chairman. I just want to again 
welcome my Commissioner. Thank you, Kevin. 

Chairman Miller. Thank you, John, for coming to the hearing. 

Mr. Richard, how long have you been in probation work? 

Mr. Richard. Fifteen years. 

Chairman Miller. You've obviously had a great deal of contact 
with a substantial number of young people in your area. 

With the growth of the new beds for chemical dependency psy- 
chiatric treatment, have you had any representati , es of these oper- 
ations come to you and suggest that you ought to be bringing 
people, or people in your department ought to be bringing the fami- 
lies of young people to them for services? 

Mr. Richard. The recruitment efforts are quite aggressive. Each 
of these corporations or hospitals that set up these programs need 
to fill the beds. And we have been approached, and, in fact, we 
studied ca. ifully and we have even contracted with some of these 
facilities on occasion. Probably no more than, in the past 2 years, 
no more than five children, where we paid part of the cost. 

But when we had a child that we thought it was appropriate and 
needed that type of care, we'd make an effort to pay for it, and in 
some cases, we shared the cost either with the parents directly, or 
their insurance company. 
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Chairman Miller. Have you established your own guidelines in 
terms of the probation department on when you would use those 
facilities, and when you wouldn't? 

Mr. RiCHAZxD. Right. We make a careful assessment of the case, 
and of couise, it has to be approved by the juvenile court. 

Chairman Mil.ler. Is it your impression that the representatives 
of these corporations and these programs would like you to use 
them more than perhaps you are? 

Mr. Richard. Well, I'll tell you one conversation I had with one 
of the recruiters. I said 

Chairman Miller. When you say recruiter, what are we talking 
about? 

Mr. Richard. Well, a person from tlie treatment program whose 
job it is to fill the beds. And they've used the term recruiter to me, 
and/or marketer. 

Chairman Miller. That's what I was afraid of, but go ahead. 

Mr. Richard. Both terms have been used by these individuals. 

Chairman Miller. Marketer and recruiters. 

Mr. Richard. Marketing and recruiting. In fact, I think that's 
the job title, if I'm not mistaken. One of them was in danger of 
being fired because her beds were not full. I had a conversation 
with one of the marketers, and I said, "What kind of pressure are 
you under to fill these beds." 

And she said, "Well, I had a conversation with the boss the other 
day, and he just said, "Well, I know you think that you're trying to 
provide care, and you're trying to make sure that it's appropriate 
and meaningful. But Til tell you this: the beds better be full." 

Chairman Miller. That's a pretty heavy indictment. 

Let Hie ask you this. To the extent you can, this recruiter or this 
person that was engaged in marketing that you had this conversa- 
tion with, or others that your familiar with, what is their profes- 
sional background? 

Mr. Richard. Usually some kind of background in counseling or 
working with children. Education, probation. I know of one who 
came directly from juvenile probation, not my department. An- 
other who came from school counseling background. 

Some, I know of one or two others who had no background neces- 
sarily, in that field. There is a certain professionalization among 
these people, now, let me emphasize. Most of them very much want 
to do a good and appropriate job. And, in fact, they take some pride 
in saying Til refuse to recommend hospitalization unless I really 
think it's necessary, but that is up to them, as individuals, for the 
most part, because they will apparently get no flack back at the 
home office, if they recommend hospitalization and it's not really 
necessary. 

Chairman Miller. So you don't really— and again, I'm just 
asking for your impressions— but you don't see a real peer review 
operation in effect here, in terms of whether or not that initial rec- 
ommendation or acceptance is appropriate or not appropriate? 

Mr. Richard. No. I asked the question, just before I came, of one 
of these persons. I said, now Tm a little confused— and I am con- 
fused somewhat on the law, itself— as it relates to both involuntary 
mental health commitments and chemical dependency commit- 
ments. 
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I said, I'm a parent and I come in and say, this is my kid, I found 
some marijuana. I want him hospitalized because I*m afraid of 
what's happening to him. And I said, can I force that kid to go into 
that unit? 

No, because we have to do an assessment. 

I said, no, Fm not asking that Fm asking can I, as a parent, 
force the kid in. And when I finally got through all the profession- 
alism and "we don't do that,'' and all that stuff— and, I might add, 
the statement was made—^'A good program wouldn't do that," but 
I said, ''A bad program could do it, couldn't they?" 

I was told yes, the kid would have no alternative since she would 
be locked up. 

Chairman Miller. Do you have any experience where these 
lockup programs are desired by parents who are seeking to avoid 
an adjudication by the court with respect tc behavior or actions by 
their children? 

Mr. Richard. By the very nature of that dynamic, that means we 
would never see them, so it's hard for me to answer that. 

Chairman Miller. Well, I mean in cases where there's been an 
arrest, there's been an arrest and you might not see them because 
they're not officially on probation. 

Mr. Richard. Right. 

Chairman Miller. In cases where there has been an arrest and 
the parent desires not to have their child subject to an arrest, or 
subject to punishment, for whatever reasons, is there any effort to 
use these facilities to plea-bargain? 

We'll put our son or daughter into one of these programs, and 
we'll see how that goes. Sort of an informal diversion program? 

Mr. Richard. Yes. There is an effort, and in some cases, it's even 
an alternative that we, as the juvenile system, can hardly pass up. 
If we think it's an appropriate, if we think the parents are being 
responsible for the most part, we'll go along with it. 

I think the probation officers in the department would be very 
reluctant to agree to something like that if they felt like a child 
was simply being railroaded, but here again, the dynamic is built 
in. It's an alternative that we would have to seek if we had that 
child. So, if it's—and especially if it's somewhat voluntary on the 
child's part, we're going to say, let's pursue that. 

Chairman Miller. What other alternatives would normally be 
available to you u you didn't have this one, in the community? 
Would they be limited or extensive? 

Mr. Richard. They would be limited. We have one mental State 
hospital that we do refer to, as does a large part of the State, that 
would provide inpatient care, and we have ver> limited public com- 
munity based counseling or family programs, very limited. 

Chairman Miller. Without passing judgrnent on this kind of pro- 
gram or facility, somebody in your position, or people who work 
with you, or people who work in the juvenile justice system, would 
clearly have to eye these progams as a resource? 

Mr. Richard. Yes. And we have, from the beginning. Actually, 
this development, as I mentioned in my written testimony, is some- 
what new in terms of this number of beds being available. 

And the only thing that I was cautious about from the beginning 
was the involuntary placement of children in these programs— and 
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the pressure to fill the beds. But, as far as we were concerned as 
the juvenile system, yes, if it can be worked out through the insur- 
ance, through the parents, or through our partial payment, this is 
a resource we probably will be able to use on occasion. 

Chairman Miller. Are you talking about such care as a formal 
condition of probation? 

Mr. Richard. Either. Either an informal agreement or a formal 
condition. Typically, our involvement would be 

Chairman Miller. I talked earlier about a funneling operation it 
appears that there's a number of different avenues that can lead a 
family to this kind of facility. 

It can either be an almost casual mistake in diagnosis, as in the 
case of Marissa, or a more formal condition of probation or sentenc- 
ing or diversion within the juvenile justice system, but the result is 
one of these facilities is used. 

Mr. Richard. Right. Ironically, however, I think, in the juvenile 
system, because it goes before the court, because the attorney has a 
mandate to represent the child's best interest, because the proba- 
tion officer has a mandate to represent the i.>est interests of the 
child, what will generally emerge is an appropriate admission. 

Chairman Miller. All right. But this raises a question Mr. 
Schwartz raised ea lier. The children who end up in this facility 
may be there unde. completely different circumstances. You may 
have a young person who s placed there under court's direction 
with an identified case plan as to what's to be done during that 30 
days, or 60 days. You may have another child that may be there 
for almost identical reasons, but really has no benefit of an attor- 
ney, or the supervision to see whether or not proper care is being 
carried out. 

So we have numerous ways to get into the system, and we have 
numerous dualities in the system in terms of the treatment or the 
protections that exist for young people. 

And the good news is that >ou're telling us that the number of 
beds in these units is growing in the Dallas County ar.?a? And it 
appears to be growing across the country? 

Mr. Richard. Right. Did I say that was good news? 

Chairman Miller. No. Well, this committee alwa);s smarts out 
with a little subject for a hearing, and we find out we re up Ic 
top of our waders in water. 

I don't want to prolong this point. However, Dr. Schlesinger, I 
would appreciate your further comments. What you describe as a 
trend and something we ought to be looking for concerns me be- 
cause at last in Dallas County and San Francisco Bay area and 
maybe in Minnesota, it's arrived. It's here. I mean these 30-second 
spots are run all of the time, and we listen to Dr. Egan and Mr. 
Richard and see a growing number of young people with severe 
problems on the horizon. 

Mr. Schlesinger. I think that's quite right. I tended to cast 
things in the future tense, more than in the present tense, princi- 
pally because I see this not as being confined to the for-profit pro- 
viders. It is spreading to providers in other forms of ownership, as 
well, as they compete with the for-profits. So, to t>ome extent, we're 
seeing the tip of the iceberg labeled for-profit now. It may very well 
foreshadow a direction in which the mental health care system as 
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a whole is going to be moving, where everyone will become more 
aggressive at marketing, recruiting and other euphemisms for get- 
ting people into their facilities. 

Mr. McKernan. Will the eentleman yield? 

Chairman Miller. Wish I was from Maine. What? 

Mr. McKernan. I don't blame you, especially this time of year, 
Mr. Chairman. He said he wished he was from Maine. 

What can State governments do to try to restrict this trend that 
youVe identified? In other words, what can State governments do 
to try to put a different focus on the delivery of services and try to 
get more to the way Maine has gone about it? 

Mr. Schlesinger. Well, let me begin by noting one thing that 
State governments shouldn't do. It seems to be not a wise course to 
simply say, we don't like what the profit motive does; let s make 
the for-profits illegal. Because, very often, what that simply does is 
drive the same people into creating subterfuges of not-for-profit or- 
ganizations. 

A classic case was California in the early 1970 s, when they set 
up their pre-paid HMO's for Medi-Cal patients and forbade for- 
profit HMO's. And sure enough, they got for-profit behavior in os- 
tensibly nonprofit HMO's. 

So that doesn*t seem to be the right route to go. It strikes me as 
being more useful to take all non-profit and for-profit facilities, as 
private facilities, and attempt to define with them, much as I think 
Mr. Concannon described, a contract for what their responsibility 
is to the community. 

Very often, for-profit providers are very good at providing in-pa- 
tient care. I think nothing I said earlier should be used to deni- 
grate the quality of care they deliver on an in-patient basis. It's 
just that very often, they do less well at delivering the kinds of 
services at broader community ramifications, often involving out- 
patient care. That's in part because we have never clearly in the 
history of our health care system, told institutions, what their re- 
sponsiDilit> was, as private facilities, to the community in which 
they operate. 

In the absence of that sort of statement, it's very easy for a pri- 
vate enterprise to think internally, not to think of the broader 
community. We rely on the altruism of private, nonprofit providers 
to take care of those broader community interests. And I think 
that altruism is very rapidly being eroded. 

Mr. McKernan. I guess one of the problems I have, and I guess I 
would accept your wisdom on the subject, of not trying to ban for- 
profit hospitals. 

But my general theory of corporations and corporate law is that 
you ought not to expect them to do anything other than what is in 
their own self interest and is going to provide a reasonable return 
to their stockholders. That is why we have government agencies 
that put restrictions around them. 

Fortunately, there are some corporations which have a social 
conscience and do try to do things. But I think that just because of 
the nature of the beast, that you just ought to understand that. We 
ought not to say that's bad or that's good, that's just a fact of life, 
and therefore, I think there is a greater need for an awareness on 
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the pari of the health planners, especially in the health care field, 
to take a good hard look at that. 

That not-for-profits don't have quite the same demands for 
money for turnaround investments, so that they don't have the 
same needs. Probably, theies a different atmosphere there than 
there is in a for-profit. 

Mr. ScHLESiNGER. I think that's true. And I certainly didn't 
mean to say that there are no differences related to ownership. 
Simply that those may diminish over time. One other approach 
which I think may prove quite successful is to build on a strength 
of for-profit facilities, rapidly and widely supplying services once 
the general state of the art is fairly well-known. 

One of the problems with the out patient side of mental health 
care is that the state of the art is not t^erribly well-established. One 
approach, I think, therefore, would be to try to develop an out-pa- 
tient system, perhaps in the public hospitals, perhaps in private, 
nonprofit, that could be used as a mode! that the for-profits could 
emulate. 

I would predict that if you develop one that works, that as long 
as it's reimbursed by insurance, it'll be very quickly emulated. 

Mr. McKernan. It seems to me that the for-profits have a great- 
er marketing mechanism because of the incentive to do that well, 
so that perhaps, youVe right. They're not big on research and 
spending the money for new ways of delivering services, but, 
rather, maximizing the return, once somebody else has developed 
that particular system. 

Again, that's just another fact of life; not an indictment. 

Mr. CoNCANNON. Just to add to something that Congressman 
McKernan raised a question about for-profits. Even in instances, 
it's been our experience, the Maine way, that for-profits give, let's 
say, community services where a percentage of patients are admit 
ted without means. All that means in a proprietary organization, is 
those costs are shifted to the patients who do pay. 

So there are some limits to that, too, in the sense that if you 
admit one out of five patients for free, then you just charge the 
other 80 percent of the persons coming in a premium, to offset 
that. So, it's kind of an informal taxing system. 

Chairman Miller. If I can just interrupt. One of the concerns 
would be that you tr} to keep some integration of the system, some 
cross-pollinization there, if you will, of not only the clientele, but of 
the delivery systems, so that you don't end up with two entirely 
segregated systems. 

Mr. CoNCANNON. Exactly. 

Chairman Miller. And there's nothing wrong with a public 
system being reimbursed by private insurance. Looking at the 
issues of chemical dependency and drug abuse and our 20-year 
effort to deal with it, one of the lessons we've learned is that it's 
sort of different strokes for different folks. 

There's things that work for one group of people, and dont't 
work for another, and there's people who can deliver services to a 
group, and can't reach another group. It's a kind of a quilt of serv- 
ices that are necessary, if we're going to reach the general popula- 
tion. And I just hate to see, whether you call it creaming or dump- 
ing or segregation, or whatever, where one system takes off in one 
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direction and leaves some without proper diagnoses and care. 
That's why Fm encouraged by the way you ve set it up in Maine. 

Mr. CoNCANNON. I certainly agree. What s been going through 
my mind during this exchange back and forth, is that perhaps one 
of the most effective things States can do, or counties, in the States 
where county government is a very controlling force, is to make 
sure that their own publicly shaped so tc speak public and nonprof- 
it, as well as proprietary systems, don't fall below a certain thresh- 
hold that people vote with their feet, and start going to these pro- 
prietary, I mean, in disproportionate numbers. And I think some 
States have been too driven by their ideology in the whole mental 
health field to say, let s pay attention to whether this is & State- 
operated facility or not, more than what kind of care is provided to 
people. 

And we're seeing that right across the country, I think, right 
now. States like Maine, fortunately, with good Yankee values, re- 
sisted some of these more trendy approaches, in other parts of the 
country, to closing their hospitals and so severely limiting the abili- 
ty of the public agency to do the job. 

And, fortunately, now the trend is coming back the other way. 
People are recognizing that it wao all not a halcyon kind of world 
out there, and the proprietary those new hospitals built. And I 
think one of the strongest things people can do is, at the State 
level, expect better services and demand it of the people that they 
appoint or elect. 

Mr. McKernan. Let*s not get too radical in your recommenda- 
tions. [Laughter.] 

Chairman Miller. Let me ask just one final question of Dr. 
Schlesinger. In terms of the structuring of the payment system, 
how do we design outpatient reimbursement, or payment, to try to 
avoid this segregation and breakdown between the public and pri- 
vate systems? 

Mr. Schlesinger. Well, that s tricky, because part of the segrega- 
tion has to do with who pays for care, and so when youVe talking 
about tampering, you're talking tampering with the private insur- 
ance system, tampering with the Medicaid system and tampering 
with the Medicare system. 

Its difficult to "fine-tune'' a system this complicated. It is obvi- 
ous, though, that the minimal and shrinking outpatient coverage 
under many States, created such a large incentive, that in some 
cases it's hard to understand why a profit-oriented facility would 
have any outpatient service. In fact, many of them don't. So, clear- 
ly, there s these broad changes by which you can try to better bal- 
ance incentives. 

On the other hand, it's very hard to know how you can fine tune 
things enough to get the right balance of outpatients and inpa- 
tients in all cases, because it clearly won't be the same for all pa- 
tients. Some diagnoses and some conditions will make sense to in- 
stitutionalize someone, whereas, in another slightly different clini- 
cal setting, and slightly different family support setting, you 
wouldn't want to institutionalize them. 

It's hard to imagine tinkering with reimbursement systems at 
that level to try to deal with subtle incentives for or against insti- 
tutionalization. 
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Chairman Miller. Thank you. And thank you to all three panel- 
ists, for taking your time and sharing your thoughts with us. 
The committee stands adjourned. 
[Whereupon, at 12:45 p.m., the hearing was adjourned.] 
[Material submitted for inclusion in the record follows:] 
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Prepared Statement of Hon. Dave Durenberger, a U.S. Senator From the 
State of Minnesota 

The infonnation that has been generated on the rise in the 
institutionalization of adolescents is startling. As Chairman of 
the Senate Finance Committee's Subcommittee cn Health I am 
concerned both about the quality of care being provided to these 
kids and the needless costs to the total health care system. 

Although the issue revolves around state insurance laws and 
state mandated coverage policies^ X think we all agree that 
inappropriate placement and poor quality care are subjects that 
must be addressed by all levels of government. 

A recent ruling by the U.S. Supreme Court confirmed the 
states' role in this area, upholding a Massachusetts law which 
requires insurance companies to cover mental health services in 
employer-basea lans. Currently some 26 states havi mandated 
coverage laws. Although well meaning, these laws have 
contributed to the rise in the numbers of children, placed in 
psychiatric treatment hospitals. The logic is simple: If the 
insurance company will pay, the incentives are for hospitals and 
treatment facitilites to admit. 

Aud in fact, inpatient treatment is increasing at an alarming 
rate with no controls on quality, appropriate diagnosis, and 
appropriate placement. Over the last four years, institutional 
placement of adolescents has increased by 350%. 

There are promising signs, however. Blue Cross/Blue Shield 
of Minnesota has taken the initiative in trying to prevent the 
needless institutionalization of adolescents. They have 
tightened their admission criteria and they have instituted a 
preadmission screening program for admissions to psychiatric 
treatment facilties. These initiatives led to payment denials 
for 20% of the cases filed last year. 

I am hopeful that as other insurance companies are faced with 
increasing costs, they too will begin to look more closely at 
their admission criteria and the quality of treatment provided. 
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In the meantime, we should note that this issue also has an 
important federal facet. Z think it is high time we examine our 
federal insurance policies and their mental health and alcoholism 
treatment benefits. Medicare and Medicaid have generally 
utilized inpatient, medically-based treatment facilities. 
Questions have been raised not only on the comparative 
effectiveness of inpatient care but also on its relative costs. 
I plan to further explore the feasibility of coverage for 
outpatient and freestanding treatment facilities. In addition, I 
intend to exeunine more closely Medicare's admission criteria for 
inpatient mental health and alcoholism treatment. 

Congress should also direct its attention to federal laws 
governing employee-benefit plans. Under current law, 
employee-based insurance is under the jursidiction of the states 
and state mandated insurance laws. The self-insured, on the 
other hand, come under federal employee-benefit laws that do not 
mandate special treatment coverage. Justice Blackmun encouraged 
the Congress to explore the different treatment of employee 
benefit plans and I would concur with his advice. 

I thank. Representative Miller for the opportunity to include 
my Statement in the Select Committee's Hearing Record. I commend 
the Committee for its work in this area and I look forward to 
hearing from my Minnesota constituents. 




ERIC 



73 



Prepared Statement of the National Association of Privatf Psychiatric 
HospiTAi^. Washington. DC 

Dear Mr. Chairman: 



The National Association of Private Psychiatric Hospitals (NAPPH) 
appreciates the opportunity to present testimony for the record 
on the important issue of "Hospitalization of Children and 
Adolescents in Psychiatric Hospitals." 

NAPPH is a trade organization representing the nation's 
freestanding, not-for-profit and for-profit r nongovernn 2ntal 
psychiatric hospitals. Our member hospitals offer programs for 
the care of children, adolescents, adults, the elderly, and 
alcohol and substance abusers with psychiatric disorders. Our 
members are all accredited by the Joint Commission on 
Accreditation of Hospitals (JCAH) . NAPPH hospitals offer only 
active treatment programs for all types of mental disorders. 
Our membership accounts for more th^n 90 percent of the nation's 
private psychiatric hospitals which meet our standards for 
membership. 

State licensing requirements for psychiatric hospitals vary 
considerably from state to state, and the term psychiatric 
hospital is used to describe a multitude of different types of 
facilities. NAPPH maintains strict requirements for membership. 
There are many facilities providing mental illness and substance 
abuse services to children and adolescents that do not meet these 
rigorous membership requirements. 
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The "Minimum Requirements" for NAPPH membership, which are 
appended to this statement, provide that all member hospitals 
roust: 

"♦ Provide medically directed inpatient services for the 

diagnosis, treatment, care, protection and rehabilitation of 

individuals admitted with psychiatric disorders; 

"♦ Be accredited by the Joint Commission on Accreditation of 

Hospitals; 

"♦ Have at least 50 percent of all hospital beds designated 
psychiatric beds, not inclusive of alcohol or substance abuse 
beds, or other medical care beds; 

"* Be licensed as a hospital by the appropriate state agency or 

by an agency of equivalent jurisdiction; 

"* Have an organized medical/professional staff; 

"* Have a Board-eligible or Board-certified psychiatrist assume 

the medical direction of all patients with the primary diagnosis 

of a psychiatric disorder; 

"* Psychiatric hospitals that ate part of a university hospital 
system must demonstrate that the organization and function of the 
medical staff is independent from elected public officials and 
that the principle source of patient care funds are from private 
or indemnification sources. 

Be a freestanding hospital facility and not a unit of a 
general hospital. 

"In addition to these minimum requirements, a potential member 
must m:»et NAPPH standaids and complete successfully an on-site 
survey by NAPPH. The standards for membership have been 
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approved by the Board of Trustees and are required of every 

membership category. 

*I. The Nedical/Professonal Staff 

A. There must be a formal system of review of the 
credentials of the staff and the process of granting 
clinical privileges. All members of the 
medical/professional staff shall be granted clinical 
privileges based on their training, experience, and current 
competence in that clinical area. 

B. Review of medical/professional credentials and clinical 
privileges shall be conducted at least biannually. 

'II. The Rights of Patients 

A. The hospital shall have written policies and/or 
procedures regarding patients' rights that address privacy; 
the use of high-risk or restrictive procedures, including 
seclusion, restraint, and behavior modification that 
employs noxious stimulation or deprivation of nourishment? 
and means to resolve complaints of patients or tamilies. 

B. Written hospital documentation must reflect 
implementation of these policies and procedures. 

■III. The Written Plan of Treatasnt 

A. Each patient shall have a plan of treatment which shall 
be written and revised periodically in accordance with time 
frames established by the hospital and related to the 
patient's progress. 

B. The written plan must document the reason for 
hospitalization; state identifiable goals and measurable 
objectives with treatment intervenLions; demonstrate 
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participation by a psychiatrist in direction and 
supervision on an ongoing basis; «nd be reviewed and 
revised according to the patient's needs. Progress notes 
in the medical record relate to the plan of treatment. 
•IV. The Medical Record 

A. A medical record shall be maintained for each patient 
and siiall demonstrate a consistent level of docunentation 
of participation by a psychiatrist member of the medical 
staff and professional nursing care in the treatment of the 
patient . 

B. The record shall show progress notes that reflect the 
participation by all professions^ s involved in the 
treatment of the patient. 

C. The medical record shall reflect an assessment of 
discharge planning needs at the time of admission as well 
as ongoina review and coordination of discharge services 
throughout hospitalization. 

"V. The Quality Assurance Program 

A. The hospital must have a written, hospital-wide quality 
assurance program supported by the governing body and 
defining authority, responsibility, integration, and 
communication. 

B. Quality assurance activities must include, but are not 
limited to: patient care monitoring activities; 
utilization review; credentials review and clinical 
privileging; facility and program evaluation; and st^ff 
growth and development. 
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C. The program shall demonstrate problem identification, 
assesement, correction, and monitoring. 

D. Ongoing quality assurance activities shall be 
integrated into all major clinical services, including 
psychiatry, psychology, nursing, social service, activity 
service, and dietary, 

E. The hospital quality assurance plan shall be reviewed 
annually. 

"VI. A DcBonstratcd Quality EnvironBent 

The hospital must demonstrate a quality environment to meet 
the needs of the patients, with identifiable and adequate space 
and resources available to provide activity, rehabilitation, 
social - J other indicated therapeutic ser\ices, including 
appropriate patient privacy. 

"Before any hospital can be made a full member, a physician 
from a member hospital, the KAPPH Director of Patient Care 
Services, or a surveyor trained by the NAPPH Director of Patient 
Care Services muBt complete an on-site survey. The survey report 
is given to the NAPPH Committee on Membership and the Board of 
Trustees for consideration. Each membership application is 
reviewed separately. 

•The surveyor reviews hospital documents including the 
state license. JCAH accreditation and any contingencies, the 
medical staff by-laws, the minutes of the governing body, medical 
staff and clinical committees of the medical staff, and the rules 
and regulations of the medical staff are reviewed. This is to 
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ensure that all such rules as written by the hospital are being 
followed and that there is appropriate monitoring of clinical 
practice." 

"The survey musw tihow that the hospital provides active 
treatment, that is, tre.itinent that can be expected to result in 
improvement of the condition? Care from admission to dis':harge 
must be under the superv.lsion of a psychiatrist. The surveyor 
looks for sufficient professional staff to carry out the plan of 
treatment as recommended by the physician. A registered nurse 
must provide coverage around the clock, and a physician must be 
available at any hour, every day of the week. 

"The surveyor does a concurrent and retrospective random 
chart rev^iew to assure that all treatment procedures as ordered 
by the physician are administered, and that the patient's 
respon j to those treatments is recorded along with the patient's 
oveiall progress. There is a reviet/ of incident reports to 
assure that the hospital is providing appropriate assessment, 
review, and follow~iip. The surveyor looks for fully implomented 
quality assurance and utilization review programs." 

Child and adolescent admissions to psychiatric facilities are 
increasing because more of them are severely psychologically 
disturbed. The most lecent President's Commission on Mental 
Health Report (1979), estimated chat 1.4 to 2.0 million 
adolescents have severe psychological problems. More current 
objective studies confirm these figures. Tragically, these severe 
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psychological problems often manifest themselves in suicide. An 
American teenager takes his or her own life once every 90 
minutes, and this year an estimated two million young people 
between 15 and 19 will attempt suicide. Suicide is now the third 
leading ^ause of death among young Americans. 

Fortunately, the American public is becoming increasingly aware 
of the problem and increasingly accepting of the need for 
appropriate treatment. Public education campaigns have 
contributed to this heightened awareness of the growing numbers 
of troubled youths. Mrs. Reagan's efforts are but one example of 
the work being done to draw public attention to this problem. 
Increased health insurance coverage for treatment of mental 
illness is a reflection of a more enlightened public attitude. 
The psychiatric community has responded to this demand for 
psychiatric services by initiating new programs and expanding 
facilities. 

NAPPH knows that the hospitalization of a child or adolescent 
is a very serious matter, and an often traumatic event for the 
patient and the family. To help ensure that admissions are 
medically necessary, NAPPH's member hospitals must, as a 
condition of membership and JCAH accreditation, establish and 
adhere to specific admission criteria, carry out thorough 
psychiatric and medical .valuation, and employ extensive 
treatment and discharge planning. Only a psychiatrist can admit 
a patient to a KAPPH hospital, cutting down dramatically on the 
number of inappropriate admissions to NAPPH hospitals. However, 
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it 18 important to understand that diagnosis alone cannot 
determine the need for admission; the need for admission can be 
determined only by the degree of psychopathology presented by a 
given patient at a given time. Diagnoses are poorly correlated 
with the degree of psychopathology / impairment or need for 
inpatient care. 

In addition, inpatient care is recommended by a psychiatrist only 
when a lesser level of care will no^ be effective or is not 
available. NAPPH supports the availability of a full range of 
psychiatric services. 

The Association has published model guidelines for admission and 
discharge of children and adolescents. These guidelines were 
developed, at the request of the Board of Trusteesr by 
psychiatrists who specialize in the care of children and 
teenagers. Attached is a copy of these guidelines which we 
request be printed in its entirety in the hearing record. 

NAPPH*s guidelines note that '*only a small percentage of children 
and adolescent patients need acute-care hospitalization. 
Hospitalization is indicated under the following circumstances: 
Outpatient treatment is not feasible due to: 

1. Failure of outpatient treatment. 

2. The patient is too acutely ill for outpatient treatment. 

3. Treatment in a less restricted environment is not feasible 
because of the patient's response to his/her total life 
situation. 



ERIC 



85 



81 



"* The patient's clincial picture includes the expression of 
conscious or unconscious conflicts through the us? of surface 
behavior which is dangerous to the patient, to other, and/or to 
property. Such surface behavior may include overt suicidal or 
homicidal acts, but also may include behavior which, although not 
an immediate threat to anyone's life, is clearly so 
self-defeating and/or self ^destructive that immediate acute-care 
hospitalization is the only reasonable intervention. Examples of 
such behavior include instances of fire-setting, sexual 
promiscuity, running away, and drug abuse. 

"* The patient's demonstrated inability to function in one or 
more of the three major areas of life: 

1. The family. 

2. Vocational pursuits (which for most children and 
adolescents are educational in nature) . 

3. The choice of cummunity resources. The basic question in 
this area should be whether the patient uses community 
resources which are constructive to his/her current life 
situation or does he/she select resources which are 
predominantly destructive in nature. (Community resources 
include but are not limited to vocational inttirests in t^chool, 
church activities, scouting activities, the expression of 
hobbies and/or special interest in the community, as well as 
the individual's choice of peers for nonstructured community 
activities) . 

•* The patient's symptomatology is worsened by the absence or 
collapse of his/her support syotems- esoecially the family — to 
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the degree that intervention at tiie level of acute-care 
hospitalization is warranted." 

*It is important to understand that admission can only be 
determined by consideration of the degree of psychopathology 
presented by a given patient at a given time. Attempting to 
determine criteria for admission by other means, such as 
diagnosis, simply does not work with child and adolescent 
patients. 

■The following are examples of reasons which may justify the need 
for acute care psychiatric hospitalization of a child or 
adolescent. A physician niay use such a checklist to identify for 
the hospital staff the injriediate reason for a patient's 
admission. 

* Patient presents danger/potential danger to self. 

* Patient presents danger/potential danger to others. 

* Patient presents antisystems/bizarre bahavior that is 
destructive to the community. 

* Patient is unable to attend to age-'^ppropriate 
responsibilities; . 

* Patient demonstrates significantly impaired reality testing. 

* Patient exhibits impaired judgement/logical thinking. 

* Patient is unable to function in native environment (family, 
school, community) . 

* Patient's pathological behavior has persisted or escalated in 
spite of outpatient psychotherapy. 

* Patient exhibits pronounced affective behavior disturbances. 
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* Patient demonstrates impending loss of control. 

* Patient is in need of .high-dose r unusual medication or somatic 
and psychological treatment with potentially serious side 
effects. 

* The patient's support system is so disturbed by his/her 
behavior that treatment is jeopardized. 

* A noxious native environment exists which jeopardizes the 
patient's outpatient treatment and a lesser level of care is 
not appropriate or available. 

* The patient in his/her present state cannot function without 
extensive coordinated help from others. 

* The patient needs 24-hou^ skilled comprehensive and intensive 
observation. 

* There is a clinical need for an intensive inpatient 
evaluation. 

"This list of specific indicators can never replace sound clinical 
judgment by a psychiatrist at • time of evaluation or 
consultation to consider admission to an acute-care hospital. 
They are only examples of clinical dysfunction." 

NAPPri believes that its members have responded responsibly to the 
increase in the number of severely psychologically troubled 
youths by developing new programs and more and better facilities. 
NAPPH continues to support the development of appropriate 
alternative settings for psychiatric care, especially partial 
hospitalization programs. NAPPH offers the Committee its 
Guidelines For Psychiatric flQapj tal Pro grams for Children and 

i)idQlegcenta as its contribution to help assure that all 
admissions are medically necessary. 
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PROGRAMS 



CHILDREN & 



PUBLISHED BY 
THE NATIONAL ASSOCIATION 
OF PRIVATE 
PSYCHIATRIC HOSPiTAI^ 
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Introduction 



The admission of a chOd or teenager to a private 
psychiatric hospital for mental illness is a ser- 
ious matter. Family life is disrupted and parents are 
often distraught 

Hospitalization is also expensive. Although any 
hospital stay is expensive; mentally 01 chOdren and 
adolescents require moiz than just treatment for 
their illness. They require extr^iordinary resources 
to care for them, to educate them, and to help 
them cope with the implications of their illness. 

The National Association of Private Psychiatric 
Hospitals, as the leader of the nation's nongoveni> 
mental hospitals, offers these guidelines as a model 
program for the psychiatric care of children and 
adolescents. Criteria for admission and discharge 
are included. Our puipose is to help those involved 
in Jie creatio!) of such programs and those 
involved in the reimbursement of patient care- 
insurance carriers, benefit managers, and 
employers— understand the tj^eatment needs of 
children and adolescents whose illnesses are severe 
enough to warrant hospitalization. 

This model program was developed by the 
NAPPH ChUdrcn and Adolescent Care Committee 
at the i"equest of the Board of Thistees, The com- 
mittee nr.embers are all psychiatrists in hospital and 
private practice who specialize in the care of 
children and teenagers. 

This model program will be reviewed and re- 
vised periodicaliy as new treatment methods and 
v.lii ical advances in ps>'chiatry change the nature of 
inpaL'^nt care. 

Representing only the highest quality programs 
has been the mission of NAPPH since its creation 
in 1933. Tnis rrtodc! program with admission and 
discharge criteria for ps>'chiatric care for children 
and adolescents is another indicator of our aim for 
excellence 

NAPPH Board of TVustees 
March, 1984 
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Mission statement 



Every private psychiatric hospital has a focused 
mission for its clinical programs. However, a com- 
mon thread should be woven into any mission 
statement The inpatient treatment program for 
children and adolescents is to provide the highest 
quality of care possible to patients and their 
families. Such a mission is to br accomplished by 
creating a treatment environment which maximizes 
the opportunity for the patient and his/her family 
to resolve psychopathology and to resume a 
relatively sound, age-appropriate pursuit of 
developmental tasks. 

2_ 

Philosophy 



The philosopliy of a model child-adolescent model 
program should have as its basic ingredient the 
achievement of its mission statement, that is, to 
create a treatment environment which maximizes 
the opportunity for the patient and his/her family 
to resolve psychopathology and to resume a 
reasonably age-appropriate pursuit of developmental 
tasks. This environment must include therapeutic 
attention to the following areas: 

■ Skills of daily living. 

■ Psychoeducational and/or vocational remediation 
and development. 

H Opportunities to develop interpersonal skills 

within a group setting. 
EB Restoration of family functioning. 
B Enhanced utilization of community support 

systems. 

B Any other specialized areas that the indi- 
vidualized diagnostic and treatment process 
reveals is indicated for the patient and family, 
fhe '.nauor role of the psychiatrist in this pro- 
cess is to supervise and coo.^'nate clinical findings 
into a comprehensive diagnostic formulation and 
treatment plan. 
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Underiying this philosophy is the premise that 
chUd and adolescent psychiatric patients, inevitably 
and by definition, vary in the successful achieve- 
ment of age-appropriate developmental tasks. Pa- 
tients will have had different degrees of success in 
mastering a^appropriate skills. Therefore, the 
clinicfil signs, symptoms, and needs of child and 
adolescent patients also vary greatly. The goal is to 
enhance the delivery of psychiatric care in settings 
which can provide the most age-appropriate 
specialized services for the recognition, evaluation, 
elaboration, and treatment of the physical, 
psychological, developmental, social, educational 
and/or vocational, avocational, family, and spiritual 
needs of child and adolescent patients. 

We firmly support the use of these services on 
the basis of carehil, individualized prescription of 
treatment after sufficient evaluation. We do not 
advocate a *lshotgun" treatment approach which 
makes use of all services for all patients. 





Criteria for admission 



Only a small percentaf;e of child and adolescent 
patients need acute-CA:'« hospitalization. Hospitali- 
zation is indicated under the following circum- 
stances: 

■ Outpatient treatment is not feasible due to: 

1. F^lure of outpatient treatment. 

2. The patient is toe acutely ill fof outpatient 
treatment 

3. TVeatment in a less restricted environment is 
not feasible because of the patient's response 
to his/her total life situation. 

9 The t>at]>nt's clinical picture includes the ex- 
pression of conscious or unconscious conflicts 
throjjgh the use of surfece behavior which is 
dangerous to the patient, to other, and/or to 
property. Such surfece behavior may include 
overt suicidal or homicid:^ acts, but also may 
include behavior which, altiiough not an imme- 
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diate threat to anyone's life, is clearly so self- 
defeating andtor so self-destructive that imme- 
diate acute-care hospitalization is the only 
reasonable intervention. Examples of such 
behavior include instances of fire-setting, sexual 
promiscuity, running away, and drug abuse. 

■ The patient's demonstrated inability to function 
in one or more of the three m^or areas of life: 

1. The family. 

2. Vocational pursuits (which for most children 
and adolescents are educational in nature). 

3. The choice of community resources (includ- 
ing but not limited to avocational interests in 
school, church activities, scouting activities, 
the expression of hobbies andfor special 
interest in the community, as well as the 
individual's choice of peers for nonstructured 
community activities). The basic question in 
this area should be whether the patient uses 
community resources which are constructive 
to his/her current life situation or does 
hefehe select resources which are 
predominantly destructive in nature. 

■ The patient's symptomatology is worsened by 
the absence or collapse of his/her support 
systems— especially the family— to the degree 
that intervention at the level of acute-care 
hospitalization is warranted. 

It is important to understand that admission 
can only be determined by consideration of the 
degree of psychopathology presented by a given 
patient at a given time. Attempting to determine 
criteria for admission by other means, such as 
diagnosis, simply does not work with child and 
adolescent patients. 

The following arc examples of reasons which 
may justify the need for acute care psychiatric 
hospitalization of a child or adolescent A physi- 
cian may use such a checklist to identify for the 
hospital staff the immediate reason for a patient's 
admission. 

□ Patient presents danger/potential danger to self. 

□ Patient presents danger/potential danger to 
others. 

□ Patient presents antisystems/bizarre behavior 
that is destructive to the community. 

□ Patient is unable to attend to age-appropriate 
responsibilities. 
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□ Pcitient demonstrates si^iiicantly impaired real- 
ity testing. 

□ Patient exhibits impaired judgment/logical 
thinking. 

□ Patient is unable to function in native environ- 
ment (^ily, school community). 

□ Pcitient's pathological behavior has persisted or 
escalated in spite of outpatient psychotherapy. 

□ F^tient exhibits pronounced affective behavior 
disturbance. 

□ Patient demonstrates impending loss of control. 

□ Patient is in need of high-dose, unusual medica- 
tion or somatic and psychological treatment 
with potentially serious side effects. 

□ The patient's support system is sc disturbed by 
his/her behavior that treatment is jeopardized. 

□ A noxious native environment exists which 
jeopardizes the patient's outpatient treatment 
and a lesser level of care is not appropnate or 
available. 

□ The patient in his/her present state cannot 
function without extensive coordinated help 
from others, 

□ The patient needs 24-hour skilled comprehen- 
sive and intensive observation. 

□ There is a clinical need for an intensive inpa- 
tient evaluation. 

This list of specific indicators can never 
replace sound clinical judgment by a psychiatrist at 
the time of evaluation or consultation to consider 
admission to an acu'^e-care hospital. They are only 
examples of clinical dysfunction. 
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Criteria for discharge 



It should be understood ti at Individualized 
discharge planning is an ongoing process that 
starts with the patient's admission and initial 
evaluation. Discharge should be considered only 
when the following criteria have been met 
S Identification of the underlying issues and con- 
flicts represented by the maladi^tive surface 
behavior which necessitated admission. There is 
at ti^iis point in treatment a rei<ionablc exi>ecta- 
tion that the surface behavior an be managed 
safely in a less restrictive envi;on nent, 
S The youngster has an increased pv-^entiai to 
function in a more reasonably age-ai.iropriate 
way within his fainiiy, educational/vocauonal pur- 
suits, and in the community at large 
S&f A smooth transition from the hospital pnase of 
treatment to the post-hospital phase of U^t- 
went can be anticipated and U)us further the 
therapeutic efforts made in the hospital. In the 
vast m^rity of cases, the hospital phase of 
treatment will be much shorter than the total 
treatment program. The post-hospital phase of 
treatment is often the most delicate. Not only 
must tlie patient integrate back into the family 
and community*, he/she and the family must con- 
tinue in treatmc to continue to resolv? 
underlying contlicts and to enhance fuither 
growth in the youngster's capacity to function in 
an age-appropriate way. 

it is the responsibility of the hospital treatment 
team to identify the various areas in which the pa- 
tient will need support following dischar,Je. This v. 
an essential part of post-hospital treatment and 
planning. These areas include planning for indi- 
vidual thereby, family therapy, educational and/or 
vocationid therapy. Alcoholics Anonymous, Nar- 
cotics Anonymous, church, and/or any other such 
family oi* community support systems which may bs 
appropriate for a specific patient The inpatient 
treatment team must choose and prepare these 
potential resources and support groups for each 
individual patient's aftcr-c?a-e program 

~ — 1^ 
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Criteria for 
length of stay 



The criteria for the length of sta>' for the psychi- 
atricaily disturbed child or adolescent patient must 
be detcr?r»jned by the d^ree of incapacitation that 
tiMe patient is experiencing in the three nuyor areas 
of life— the family, vccation (for these patienfe, this 
is primarily school), and the community in general. 
Examples of the patienfs functioning in the com- 
munit>' includes (but is not limited to) his/her use 
(or lack of use) of such community resources as 
structured peer groups {scouts, extracurricular 
school activities, church, etc), the individual's 
choice of peers and obeying the lawi 




How PATIElN'i^ 
OBTAIN PRrVILEGES 



Them ai^ mhi\y methods by which the patient's 
capacity to assjtme increased responsibility within 
the trcatmcrt prognam can be measui^i and 
acknowledged by die treatment team. Some form 
G patient privil^ng is essential as one means of 
n easuring t? e patient's progress in inatmcnt, 
H«^\^'ever, M>j specL*?c mrm ihe privileging takes 
depv^nds ji\ tiie particulars of the program in 
which the patient is b^ing treated. Often, the 
degr&=: to which the pnvilegingWisciplmii-ig system 
IS a dynamic pn>cess Ls an accurate iridicat'^r oi* die 
degjpee of dynamics present throughout the pn> 
gj^m. The following cnteria should be met m any 
privilegirig system: 

S Patient privileges should be based on a dynamic 
process and not on a process of "Automatic 
pnvile^'ng" Privileges should be earned, not 
granted because a patient has been in a pro- 
gram for a given period of time, because a cer- 
tain length of time has passed since tlie patient 
sustained a loss of piKlej^ etc 
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M Whenever possible, the discipline inherent in a 
loss of nrivil^es sHogTd be tied to the aiTe>» of 
the patient's expressed irresponsibility. For 
example, if an adolescent patient smokes at a 
time or place in which smoking is prohibited, 
the loss of privilege should be tied to the smok- 
ing; if a chUd creates a particular disturbance at 
bedtime, the loss ol privileges should be tied to 
bedtime. 

■ Privileges should be determined by the patients 
individual level of responsibOity as expressed in 
both the verbal and nonverbal messages given 
by the patient 

ff The patient should have a gradual increase in 
responsibOity or level of privileges whUe in the 
hospital so that discharge is at a time when the 
patient is used to assuming increased responsi- 
bility. 

B Privileges and responsibilities should be related 
to specific treatment goals of the individual pa- 
tient and his/her family. 

■ Patient privileges are distinct from patient 
rights. Privileges are a clinical treatment 
method. As such, when a patient's privileges are 
restricted, the clinical reason for such restric- 
tion must be documented in the medical record. 

n Privileging should be a process in which the pa- 
tient takes an active role whenever possible. In 
^ct, oftentimes in dynamic pro;^rams the patient 
group participates in many of tlie 'privileging 
and disciplinary decisions and processes. 
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Treatment approaches 



There is a strong consei,«us that the multidis- 
ciplinary treatment teai;i approach is the most 
useful in the inpatient treatment of children and 
adolescents. In feet, giv'en the current state of 
clinical knowledge, we see no other option in treat- 
ment approaches to these patients. However, the 
composition of the treatment team may vary 
according to the needs of a particular patient and 
according to tJie particular treatment program be- 
ing considered. What is not optional is the need 
for active communication among all memben of a 
multidisdplinary treatment team. Good communica- 
tion assures that all members of the team are 
I av.'are of and pursuing the goals for the individual 
patient and his/her family. 

The multidisciplinary treatment team approach 
is currently mandated by the Joint Commission on 
the Accreditation of Hospitals. 

B_ 

Staff-patient ratio 



Most programs treating children and ^olescents 
require a higher starf-tu-paiierit rauo than found in 
adult programs. It is essential that all staff be given 
direct, on-site supervision by professionals specially 
trained and experienced in dealing ^th emotion- 
ally disturbed children and adolescents. 

Cieariy, a specific staff-to-patient ratio is 
dependent upon the nature of the program being 
considered and the type of patient any given pro- 
gram accepts for treatment 
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Open vs. closed staffing 



Effective child and/or adolescent programs can be 
established with an open or a dosed medical staff. 
The important variable is the degree to which the 
working cooperation between the physician and the 
total treatment team is developed and put into use. 
Without such close working cooperation, treatment 
is often fragmented, confusing and inconsistent 
It is essentia] that the hospital administrator 
share with the medical director the responsibility to 
assure that a w*orking cooperation exists between 
the open staff physician and the total treatment 
team, as well as among members of the open 
medical staff. Unquestionably, an open medical 
staff system requires much more administrative time 
than is necessary in a dosed staff system. 



lO 

Credential review and 
privileging of staff 



We recommend the medical mnH**! (nr the privaf^ 
psychiatric hospital providing services for emo- 
tionally disturbed children and adolescents. This 
model dictates that there be a formally organized, 
traditional medical st?if. of the medical staffs 
responsibility is to oversee the delivery of 
psychiatric care at all levels in the hospital. T^ie 
medical staff by-laws should clearly identify the pro* 
cess by which privileges are granted and period- 
ically reviewed. This responsibility should not only 
encompass the privil^ng of physicians but also of 
other professionals to whom the delivery of patient 
care is delated in the treatment program. 





99 



95 




Outcome studies 



It is essential for each program to evaluate the 
effectiveness of what they do both concurrently and 
retrospectively. However, the lack of standardization 
in outcome studies currently makes comparison of 
data frcm program to program quite difficult What 
is needed is. a multi-hospital outcome study. Such a 
study would provide hard data which is presently 
not available in the area of outcome studies of the 
inpatient treatment of children and adolescents. 

J2. 

Program evaluation 



We approve of the present efforts being made to 
standardize program evaluation through program 
planning and hy setting programmatic goals and 
objectives. An example of such efforts is the JCAH 
standard on program evaluation. 

Quality assurance 



A quality assurance program is essential in any 
private psychiatric hospital treating children arAhr 
adolescents. A comprehensive quality assurance 
program helps to ensure the deli\*ery of high qual- 
ity psychiatric care and increases staff efficiency 
through objective patient care e;aluation. Such a 
program should be a hospitai-wide endeavor to 
improve patient care through the a'»sessment of 
care rendered and the correction of identified 
problems. The five essential components of a qual- 
ity assurance program are: 

■ Problem identification 
B Problem assessment 
B Problem correction. 

■ Problem correction monitoring. 
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■ Program monitoring. 

In audition, the following areas must be inte- 
grated into the overall quality assurance program in 
order to accomplish meaningful assessment and in 
order to make appropriate responses on reported 
real or suspected problems: 

■ Utilization review. 

■ Audit 

■ Infection control. 

B Patient care monitoring. 

■ FkcOity evaluation. 

■ Program evaluation. 

■ Safety. 

■ Credentiais. 

■ Staff growth anu development 

■ Policy and procedure development 



14 

Research data 



There are vital psychiatric issues that require 
research data that are not currently available. It is 
not reasonable to expect that each hospital should 
be able to develop its o\m research program. 
However, at a very minimum, each hospital should 
be expected lo address any critical research areas 
identified throu^ the hospital's quality assurance 
program. This is in no way meant to discourage 
those hospitals who have progressed to the point 
that they can do more refined research 
independently. 
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Conclusion 



These basic criteria are essentiak to any private 
psychiatric hospital program treating emotionally 
disturbed chUdren and adolescents. Programs will 
and rightfully should take on different forms 
related to, among other things> the basic 
philosophy of the founding and/or key treatment 
staff, and the nature of the population being 
served. However, these guidelines are essential 
ingredients in the delivery of quality patient care in 
a cafe and expeditious manner no matter what 
form a particular treatment program may take. 
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Introduction 



The National Association of Private Psychiatric 
Hospitals was created in 1933 to represent the 
interests of the nation's private, freestanding 
psychiatric hospitals the patients they serve. 
The Association works at both the local and na- 
tional level to promote high-quality care and treat- 
ment for the psychiatricaliy ill and to foster the 
cost-effective and efficient operation of the 
nongovernment hospitals that proviuc thcoe ser- 
vices. NAPPH also assists member hospitals to 
achieve a level of clinical and managerial effec- 
tiveness consistent with the goals of high-quality 
care and efficient operation. 

Currently, tlie Association has 224 member 
hospitals located in all regions of the country and 
ranging in size from le^ than 50 beds to more 
than 300. Member hospitals provide active treat- 
ment programs for the care of children, adoles- 
cents, adults, the elderly, and alcohol and 
substance abuse patients. NAPPH hospitals main- 
tain active treatment programs, and treatment 
includes both inpatient and after-care services. 
Before consideration of its application for admis- 
sion to the Association, each hospital receives a 
comprehensive survey of its facili^, treatment pro- 
grams, and staff. 

These membership requirements will be reviewed 
regularly and revised as necessary to reflect new 
advances in inpatient psychiatric care. 

NAPPH Board of TVustees 
May, 1985 
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Minimum requirements 



All member hospitals of the National Association of 
Private Psychiatric Hospitals (NAPPH) must: 

■ Provide medically directed inpatient ser\ices for 
the diagnosis, treatment, care, protection and 
rehabilitation of individuals admitted with 
psychiatric disorders; 

■ Be accredited by the Joint Commission on 
Accreditation of Hospitals; 

■ Have at least 50 percent of all hospital beds 
designated psychiatric beds, not inclusive of 
alcohol or substance abuse beds, or other 
medical care beds; 

O Be licenced as a hospital by the appropriate 
state agency or by an agency of equivalent 
jurisdiction; 

■ Have an organized medical/professional staff; 

■ Have a Board-eligible or Board<ertified 
psychiatrist assume the medical direction of all 
patjents with the primary diagnosis of a 
psychiatric disorder; 

■ Psychiatric hospitals that are part of a university 
hospital system must demonstrate that the 
organization and function of the medical staff is 
independent from elected public officials and 
that the principle source of patient care funds 
are from private or indemnification sources. 

■ Be a freestanding hospital facility and not a unit 
of a general hospital. 

The Association offers provisional membership to 
those hospitals that have been operational for less 
than one year, and associate membership to hospi- 
tals applying for membership for the first time. 
This two-year Association membership period gives 
the hospital the time necessary to receive a JCAH 
survey. NAPPH also offers a corresponding 
membership category to private psychiatric 
hospitals in other countries, for tlie purpose of 
exchange of clinical and administrative information. 
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Standards for membership 



In addition to the minimum requirements for member- 
ship, a potenjal member must meet NAPPH stand- 
ards and complete successfully an on-site survey 
done by NAPPH. The standards for membership 
have been approved by the Board of TVustees and 
are required of every membership category. 

I. The Medical/Professional Staff 

A. There must be a formal system of review of 
the credentials of the staff and the process of 
granting clinical privileges. All members of the 
medical/professional staff shall be granted clinical 
privileges based on their training;, experience and 
current competence in that clinical area. 

B. Review of medical /professional credentials 
and clinical privileges shall be conducted at least 
biannually. 

II. The Rights of Patients 

A. The hospital shall have written policies 
and/or procedures regarding patients' rights that 
address privacy; the use of high-risk or restrictive 
procedures, including seclusion, restraint, and 
behavior modification that employs noxious stimula- 
tion or deprivation of nourishment; and means to 
resolve complaints of patients or families. 

B. Written hospital documentation must reflect 
implementation of these oolicies and procedures. 

III. The Written Plan of TVeatinent 

A. Each patient shall have a plan of treatment 
v' ich shall be written and revised periodically in 

ordance with time frames established by the 
I pital and related to the patient's progress. 

B. The written plan must document the reason 
for hospitalization; state identifiable goals and 
measurable objectives with treatment interventions; 
demonstrate participation by a psychiatrist in direc- 
tion and supervision on an ongoing basis; and be 
reviewed and revised according to the patient's 
needs. Progress notes in the medical record relate 
to the plan of treatment 

Pv^. The Medical Record 

A. A medical record shall be maintained for 
each patient and shall demonstrate a consistent 
level of documentation of participation by a 
psychiatrist member of the medical staff and profcs- 
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sional nursing care in the ti^tment of the patient. 

B. The record shall fhow progress notes that 
rdlect the participation by all professionals involved 
in the treatment of the patient. 

C. The medical record shall reflect an assess- 
ment of discharge planning needs at the time of 
admission as well as ongoing review and coordina- 
tjon of dischar^ services throughout hospitalization. 

V. The Quality Assurance Program 

A. The hospital must have a written, hospital- 
wide quality assurance program supported by the 
governing body and defining authority, responsibility, 
integration, and comn.jnication. 

B. Quality assurance activities must include, but 
are not limited to: patient care monitoring activities; 
utilization review; credentials n;^ew and clinical 
privileging; fecility and program evaluation; and staff 
growth and development 

C. The program shall demonstrate problem iden- 
tification, assessment, correction, and monitoring, 

D. Ongoing quality assurance activities shaD be 
integrated into all mcuor clinical services, including 
psychiatry, psychology, nursing, social service, activity 
service, and dietary. 

E. The hospital quality assurance plan shaD be 
reviewed annually. 

VI. A Demonstrated Quality Environment 

The hospital must demonstrate a quality envi- 
ronment to meet the needs of the patients, with 
identifiable and adequate space and resources 
available to provide activity, rehabilitation, social, 
and other indicated therapeutic services, including 
appropriate patient privacy. 

The napph survey 
for membership 



Before any hospital can be made a full member, a 
physician from a member hospital, the NAPPH 
Director of Patient Care Services, or a surveyor 
trained by the NAPPH Director of Patient Care Ser- 
vices must complete an on-site survey. The survey 
report is given to the NAPPH Committee on 
Membership and the Board of Thistees for con- 
sideration. Each membership application is reviewed 
separately 
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The sun'eyor reviews hospital document in- 
cluding the state license, JCAH accreditation and 
any contingencies, the medical staff by-laws, the 
minutes of the governing body, medical staff and 
clinical committees of the medical staff, and the 
rules and regulations of the medical staff. This is to 
ensure that all such rules as written by the hospiial 
are being followed and that there is appropriate 
monitoring of clinical practice 

The prospective member hospital must either 
provide for or demonstrate that appropriate con- 
tracts are in place for such services as radiology, 
laboratory services, pharmaceutical services, medical- 
surgical procedures, electroencephalograms (EEXi), 
and elecbxK:ardiograms (EKC). 

The survey must show that the hospital pro- 
vides active Ueatment, that is, treatment that can be 
expected to result in improvement of the condition. 
Care fix>m admission to discharge must be under 
the supervision of a psychiatrist The surveyor looks 
for sufficient professional staff to carry out the plan 
of treatment as recommended by the physician. A 
registered nurse must provide coverage around the 
clock, and a physician must be available at any 
hour, every day of the week. 

The surveyor does a concurrent and retrospec- 
tive random chart review to assure that all treatment 
procedures as ordered' by the pl^ician are ad- 
ministered, and that the patient's response to those 
treatments is recorded along with the patient's 
overall progress. There is a review of incident 
reports to assure that the hospital is providing ap- 
propriate assessment, review; and follow-up. The 
surveyor looks for fully implemented quality 
as<;urance and utilization review piograms. 

The projective member hospital must show a 
well-oiganized and fully implemented mechanism for 
credential review and privilege delineation. The 
surveyor may interview department heads or chiefs 
of service to assure appropriate ongoing clinical 
supervision and monitoring of practice. The surveyor 
will also assess all full-time equivalent professional 
staff by discipline. 

NAnONAL ASSOCIATION OF 
PRIVATE PSYCHIATRIC HOSPITALS 
1319 F Street, NW 
Washington, DC 20004 
202-393^700 
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June 18, 19d5 



Bonorable George Miller 
Chtirnan 

Select Cocaittee on Children. 

Youth and Parailies 
U.S. liouse of Representatives 
Wathiri9ton, D.C. 2051S 

Dear Mr. ChaimsR: 

The American Psychiatric Asso^. .ation (APA) , a swdicel specialty 
society representing more than 30,000 psychiatrists nationwide, 
who are concerned wxth the treati&ent of Dentally ill patients, 
appreciates the Cormittee's interest in our best professional 
^udgenent as to the appropriate clinical criteria governing 
adniffnion of jainors into inpatient psychiatric treatment 
facilities. 

The Association i^upports legislation which ensures that 
children in need of Dental health care and treatnent receive 
appropriate care and treatment; recognizes parents* authority 
to make medical decisions for their children; protects children 
against needless hospitalization and deprivation oC liberty/ 
and enables nedical decisions to b« aade in response to 
clinical needs snd in accordance with dound psychiatric 
judgnent. 

To achieve these goals and objectives we subait for your 
consideration and inclusion in the Coranittee hearing record the 
APA*s "Guidelines for the Psychiatric Hospitalization of 
Minors*. The complexity of this icental health treatnent policy 
and the development ot public policy celat<.ng thereto ^re well 
known to you and reflected in the "Pour Alternatives to the 
Guidelines for ths Psychiatric Hospitalization of Minors: 
Clinical and Legal Considerations*, an integral part of the 
above cited guidelines. For exaxtple the docuicent discusses snd 
provides alternative approaches to who should be considered a 
"parent* foe the purposes of admitting children to mental 
health facilities without judicial review and to what age to 
draw the line between parental autonomy and a teenager's 
autonoay for purposes of psychiatric hospitalization. 

We also bring to your attention a Rodel state statute reg«rding 
civil commitment of the mentally ill. This itodel law makes the 
provision of treatment the indispensable elexaent justifying 
commitment and addresses the critical xssues of a patient's 
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•rights to treataenf and "rights to refuse tre«t«enf - issues that 
appeared in the Minnesota cases cited at your June 6 hearing. 

He stand ready to serve as a resource to this Corojittee should you decide 
to explore the developaent of a aodel law governing comnitiaent and 
subsequent treatDent of »entally ill ninors. 

Cordially, 



*Joy B. CWtler 
special Counsel and Director, 
Division of Governaent Relations 

JBC:ff:iDg 

cc Members, Select Cowniltee on Children, Youth and FanMics 
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Guidelines for the Psychiatric Hospitalization of Minors 



Thndoiumenl hos appraieJ h\ the A^^efnht^ cfin \fa^ 8-10 1981 
meeimg and H the Btmrd uf Trustees at "S f>e< il~l2 1981 
meeting h miS prepared by the Task Ft'n i on ihe Commtlmeni of 
Minors' under ihe Councd on Chi'-'r^" Adiyleuents and Their 
Families 



Preamble Legislati\e Purpose 

l( IS the purpose of this IcgisUtion to ensure thai children in need 
of ^nental health care and tre<itm''nt will receive apprepnate care 
and (reaiment. to recognize r4rer.lt authority lo make medic^il 
decisions for then vhildren tu protect vhildrer, against needless 
hospital iution jmi depnvation^ of liberty and lo enable rnedical 
decisions to be nwde in response to tlmiujl needa 4ind in accordance 
with sound ps)rchiainc jud{nient 

Section I Defin.lions 
For purposes of this Act the rollowinf definitions sh^ll apply 
(a) Child m<<ins any person under the ^tje of IS years 
Ibt D»ys me^ns every day other th^in Saturdays Sundays and 
kfal holidays except where otherwise expressly noted 

k> p4ii€iil nic^ns ti) * biologivjl or sdoptivc parent who has 
k(il custody oflhe child includnj either parent if custody is shared 
andei 4 joint custody ^igfeemcnt in) a person or ajtencj tudtciaHy 
appointed ds lejal guardian of the child, or (ui) d person whn 
exercises the rights 4ind responsibilities of l«(ul custody by delega 
Hon from a bioloiyc^il or ^idoptive p^i ent upon provisional adoption 
or otheruice hv operation of taw 

{6i Cou.l means that coort within 4 given jurisdiction which 
devils most frequently with family juvenile or civil commitment 
flutters 

(e> Commissioner me<ins tht sute commissioner or director of 
the responsible department 

<n Hospital! me«ins «tny f^icility oi unit that is licensed and 
^credited fo. the provision of inpatient diagnosis and treatment 
services for mental and emotional disorders of chiidjen 

it) Mental disorder means a subslantwl dm>rder ot the child s 
cognitive volitional or emotiorul processes that grossly impairs 
judgment or uapacity tu recogni/e reality or to control behavior 
mental retardation is suffjcirnl neither to justify nor exclude a 
finding of a mental disordei within the meaning of this section 

Ihl Certification refers lu a judicial determination made after a 
hearinX that a child satisfies the criteria for Psychiatric hospitaliza 

tlOf) 

Treatment plan means an individualized pl<*n for treatn^ent 
designed for a particular patient and appropnate to his or her 
specific needs 



'The Task horce on the Commitment of Minors included Mi- *ci 
U Kalo^erakis, M l> chairperson Rosaivn Innis M O Carl P 
Malnlquisi. M L> Harold Boverman, M U .and Uivid Zinn M D 
Vicky C iackson Esq , served as legal consultant and James 
Asam M I) , was APA/'NlMil Minority f-ellow 

Repnnts of the Guidelines/Alternatives are available from the 
PufclK;a:.or.. SsLs L»cp3'1'"£"'. *>'"er!L2n Psyc»>»?»rM A**»K»iiiM>n 
l/UOI8thSt N W Washington LX 20U0f> ] he cost is S2 foi a 
smgle copy, discounts are availttb'c tot quantity orders thdei » rmru 
ipecifv pubiHutton 0Pi49'A and he tmoniptimfd h\ pupaiMtni 



0) ' Ward of the state means a cRild whose legal guardian is the 
state or a sta e agency or official in an official capacity irKludiP2 a 
child tn foster care 

(kl 'Accreditation' refers t:> (he successful achievement oTcerti- 
fKation by an acceptable accrediting body 
Secrion 2 Voluntary Admission of a Child 

(al Admission of children under 16 When in the judgment of a 
treating or admitting physician, a child under 16 is in need of 
hospitalization because of a mental disorder, the parent of the child 
may place him or her tn an 'Accredited hospital for diagnosis 
evaluation, and/or treatment 
(b> Parental admission of chttdnn 16 and older 

(1) The parent of a child 16 yean of age or over may. with tlie 
written consent of the chikt and with the concurrence of the treating 
or admitting physician, voluntarily admit the child to an accredited 
hospital for diagnosis, evaluatio.1. and/or treatment 

<ii) In order to assure that a child's consent to such hospital 
tzation IS voluntary the child shall be advised at or before the time 
of admission of his or her nght pursuant to section 4 of this Act to 
contest the admission aj>d of the provisions of subsection <d) of this 
section If the child wishes to consult an attorney, the hospital shall 
not proceed with admission under this section until tuch time as the 
child has an opporlun ty to consult with an attorney 

Ic) Self-admmton by children 16 and older A child 16 years of 
age or over may. svith the concurrence of the treating or admitting 
phyjictan. admit himself or herself to an accredited hospital for 
diagnosis, evaluation, and/or treatment provided, however, that 
notice IS given by the hospital to the child s parents of the rights 
prolei:ted under section 3 of this Act 

Any child admitted pursuant to this section shalt be advised at the 
time of admission of the provisions of subsection (dJ of this section 
and of the requirements of section 3 of this Act At the time of 
admission, the hospital shall obtain the child s wntten consent to 
hospitalization and treatment A child admitted pursuant to this 
section who IS a ward of the state may designate a fnend or relative 
over the age of majority to receive notificatton of the child s 
hospitalization 
(d) Notice (if intent to lea\e 

(il Form of notice Any child admitted pursuant to subsection 
2(blor(c)of this Act may give notice of intent to leave at any lime 
JYx. notice need not follow any specific form so long as it is wntten 
and the intent of the child can be discerned The notice may be 
wntten by a person other than the child, provided that it reflects the 
i***£d w!s*^i cf 'he £*"*d T«*e staff r'cr'bsrs frcej¥"*j thj TaOt'ce 
shall immediately date it. record its existence on the child's medical 
chart, and send copies of it to *\ the child s attorney, i' any. bl the 
court, and cJ the parents or other legal guardian cf (he child 

(ill Discharge or notice of contest Tbe director of the hospital 
shall discharge the child from Ihe hospital within 5 days after receipt 
of the child's notice, unless either the hospital, the parent, or other 
legal guardian Ales a Notice of Contest with the court within the 5- 
day period Copies of the Notice of Contest must Vk delivered to a) 
the ihild or his or hei attorney. b| the child s |»rents or other legal 
guardian, and ci the hospital If no petition for vertifkation has been 
previously filed under section 4 of 'his Act. the proponent of 
continued hospitalization shall do so with the filing of the Notice of 
Contest 

titti Custody pending hearing If a valid Notice of Contest has 
been teceived. the director of the hospital may continue hospitaii/a 
lion on an involuptaiy basis until a heaiing has been held artd the 
ccHiii orders otherwise In no case nuy the child be held more than 
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l< da) s beyond ibc txptnuon of Ihc 5-day noiice unless a hospital- 
ization or rehosptuli/aiion hcannt has been held wiihin 7 days of 
the court* J receipt of the noiKe of contest 

(iv) Heannt A heanns to determine the nccei»viiy for contin 
ued hospitalization shall be hrld withn. . days of the court s receipt 
of the notice of the contest The hcanns will conform to the 
requirements of subsection (e) of section A After such a heannf. the 
tourt shall order ihc thikJ discharjed if it concludes that hospttaliza* 
Hon IS no kwijcr justified under the cnteru of subieciion (eKiii) of 
section 4 

(e) Auihontv lo adopt rfgufations The commissioner ts hereby 
aut honied lo promulgate detailed regulations to implcmeni the 
prccedmf provisions of this section 

Section } Parental Fights and ReiponubtUtifS 

(al Wrufiration of adrruiiion pursuant lo Subset lion 2U } In the 
event that a child is voluntanly admitted pursuant to subsection 2(c), 
the child's parents shall be notified imn-cdiarely TTie notice shall be 
in the form most likely to reach the parents and shall advise the 
parents of the admission and of the parents' n^ht lo partKipate m 
?ny pfoceedint under this Act In the case of a ward of the state, the 
notice required by ihi% section shall he sent to the appropriate state 
official 

thl ^/otifi alion of peiiHoni to certify or admit punuanl to 
tf< tiom 4 and f Any parent of a child shall be notified immediately 
in the eveni of jhe filinj of a petition to certify thai child pursuant to 
section 4 or of a petition for emer|xncy admission pursuant to 
section S The notice shall be in the form most likely to reach the 
parents and shall advise the parents of the admiision or certifjcation 
und of the parents' nfhl to partKipate m any procccdint under this 
Act 

(c) Piirentat parlinpalion tn treatment Any parent of a child 
admitted to a hospital under this Act shall be entitled to confer at 
rcfular intervals with the treating or admiltint physician concemint 
the child's condition, treatment, or diagnosis The hospital or other 
proponent of certification may request that the parent of any child 
hospitalized under this Act ti available fr r cotiuillllion and cooper- 
ation in connection with the treatment process and ntuy seek a court 
order lo require such ,)arcntal cooperation 

{>i) f^Piice to nithdran- Any parent whose child has been sdmit 
ted to a ho\pital pursuant to section 2 of this Act may at any t.me file 

Notice to Withdraw the child from the hospiUl Upon receipt of 
such notice the hospital may (i) discharge the child immediately to 
th; custody of his or her parent, or (it) if. in the opinKMi of the 
treating pl-ysician release would be seriously deinmcntal to the 
.hild's health al discharge ih* child to the custody c» his or her 
parents after advising the parents of Jhe j: .yiician's advice against 
discharge and seeking written parental acknowledgment that they 
have been so advised, or b) refuse to discharge the child for a pernxJ 
of no more than 3 days after receipt of Ihc Notice to Withdraw, 
provided that the hospital or the physKian files a peiilKXi for 
certifkation pursjanl to section A of this Act 

If the petition IS filed within 3 days of the parent s Notice to 
iVithdraw the hospital may continue to hold the child for ireatmet^t 



representative seeks, m any judicial proceeding held under any 
section of this Act the tourt may. in its dis<.relion appoint separate 
counsel to represent the parent m the event that the parent cannot 
afford to retain counsel 

Section 4 Judicial Certifii ation 

(a) Applicabtlilv Any parent of a thtW any othei person havmg 
physical custody of a child including a hospital to *h«.h the child 
has been admitted under section 2 or section 5 of this Act, or the 
state, acting through its commissioner may seek to huve a child 
hospitalized for diagnosis evaluation and/or treatment pursujnt to 
this section Except as provided in sections 2 and 5 of this Act. r 
child may be admitted to a hospital only pursuant to the procedures 
prescrbed m this section 

(b) The petition A petition for certification of a child under this 
section shall be filed by the proponent of certification with the court 
The petition shall stale ti) that ihe child has a mental disorder, (iil 
thai the child is m need of treatment or care available only at the 
institution or type of institution for Ahich certification is sought, (ml 
that no less structured means will be as effective m providing such 
treatment or care, tivjihe factjal bases for the above allegations, 
and (v) ihe name o^ the hospital for which the child would be 
certified 

(c) Appointmem of iounsel naner of hearing Upon receipt of 
such petition, the <.ourt shall appoint counsel to represent the child 
Wilhm 7 days of Ihe appointment, counsel shall advise the court in 
wnling vhether or not the child wishes to contest Ihe petition If 
counsel notifies Ihe court that Ihe child does not wish to contest the 
petition, the court may thereupon issue an order authonimg hospi- 
talization for an inttMl penod not to exceed 45 days If the attorney 
notifies the court that the child wishes to contest Ihe petition, then 
the matter shall be set down for a hear.ng withm 7 days of receiving 
such notice 

(d> Custody pending hearing Pending the certification heanng 
the child's custodial status shall remain unchanged except as 
otherwise provided by law. provided further that, on motion and in 
compliance with any othes constitutional or statutory requirements 
the court may wder a temporary change in the child s custodial 
sUtus if It finds (hat such a change of custody would r'omole Ihe 
best interests of the chjJd 
(e) The certification hearing 

(i) All heanrtgs held under this section shall be held in camera 
Any disclosure made by the thild during the course of evaluation or 
trtalmenl under this Act shall be admissible in the certification 
heanng, however, no oisclosure made by the chikJ jn connection 
wuh the procecdincs under this Act shall be admissible tn any 
dchnquency or cnmmal proceedir^ unless the child introduces evi- 
dence cofKeming his or her mental condition m such a proceeding 

(n) The child shall be represented by counsel and. further, 
shall have the nght to be present at the heanng unless a) both the 
child and his or her attorney waive the child s nght to be present for 
all or part of the heanng or bl on motion of any interested participant 
Of party or the court, the court determines that it would be senousiy 
dctnmental to the child s medical condition and/or treatment for him 



until such time »$ » heanng is h^ld pursuant to the requirements of or her to be present for all or part of the heanng 

* <m) The burden shall be on the proponent of certification to 

demon?tnite, by clear and convincing evidence, that a) the child has 
a mental disorder and that b) the child is in need of tr^tment or care 
available at the institution for which certification is sought and that 
BO less stnictured means are likely to be as effective m providing 

... — — such treatment or care Medical testimony shall be presented and 

mee s the requirement, of 2(c), the hospilai stall withm 3 day, so such lay testimony as the court m its discreiwn deemr.ppropnate 

« ''r, 'rKrS^l"'^^^^^ . ^ ^^^^ "*^« through his or he'rTomey 



section 

(e) Right of child '6 or older to remain If a child 16 years of age 
or older admitted pursuant to subsection 2(b) or fc) of this Act 
objects in wntmg to a profjosed discharge requ<;^*ed by his or her 
parent and states in wnt.ng his or her d<wre to rei lain as a patient 
pursuant to subsection 2(c) of this Act and if the ''hikJ otherwise 



parents shall be advised in the notjcc of their nght to irutiate judicial 
proceedings to procure the discharge of their child by fihng a 
Petition to Discharge with the court Such a petition shall set forth 
the basis for the parents' belief thai the child » no longer in need of 
hospitah/ation. with specific ,cfercncc to the cnteru set forth in 
subsection 4(b) of ihis Act. Upon filing of the petition, the proce- 
dures set forth in subsection 4(e) of ihi. Act shall apply, except that 
the burden shall be upon the parents to demonstrate thai the cnteria 
for hospitalization arc iH>t met 



, -.r attorney 

lo cross-examine those witnesses favonng certification and to 
present testimony and evidence (including the child s own unsworn 
statement) in opposition to certificatioo and/or m favor of less 
stnictured alternatives 

(v) The child's parents shall have a nghl to participate in the 
beanitg 

(VI) The court may.oonso»fcn motion, subpoena jnd question 
relevant witnesses 
(0 findings, verdict, appeal At the conclusion of the heanng or 



«f» M^^^. ,,r I I .1. . t. . • "'—"A'' ^> >nc conclusion 01 inc neanng or 

m Ap/>m« -nrnt of, ounsel In the event that a parent opposes a within 3 days thereafter, the -.ourt shall enter an order either denying 
certified admission or discharge which the child or the child s or granting the petitK^ and shall slate Ihe factual basis for its 
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(u>dmt5 rcjardiRf the cntena speciHcu in subsection (cXiii* of (hts 
s«cuon If (he petitKMi is drniedt (he court nuy enter :»uch uchci 
order or refernl is may he otnerwise luihonzed by Uv> to secure 
proper care for the chtld if the petition i% framed, (he cojri shall 
specify the pcnod for which cerlifk^tion is authonzed. which ^hali 
in no cvcm cxtmi 43 d4y». and the hospital tui whicn certificatton 
1$ aulhonzed 

tC) Xe/irtto/ ptiman if the hotpit^ staff or the person who 
sought (he original hospitaii«aiion deiiires to extend (he hmptt^hz^ 
tion beyond the penod authorized by the court, z petition for 
rehosp.talizatiDn must be Aieo with the court before (he eTp.nitK}n 
of the hospitalization period The continued necessity for and 
conditions of hospitalization of every child hospitalized under (his 
section for a consecuuve penod^of more thar. 45 days shall be 
reviewed in accordance with this para^rsph Such review is a matter 
of r^fht and may not be waived The procedures set forth above in 
subsections (bMf> shall be applicable in (he rccertifkation proceed 
inf except that 

(I) (fan attorney has previously been appoimed or underuken 
to represent the chila, such representation shall oc continued un'ess 
the court lor good cause determines otherwise. 

Ill) if the chi'd s appcannce was r'atved for the immedutely 
prw certification or review proceedinf. the court shall require that, 
at the least, the child be physically brright before the court unless 
the child s physical '•onditjon would thereby be threatened, and 

luO in evaJuatins the cntena set forth in subsection 4(e)(ii0. 
the court, in any rehospitaiization hesnng. must consider the child s 
pnor treatment, (he ability ol the hospital to provide effective 
treatment, and (he likelihood of future cure or improvement through 
treatment 

(h) Authartled period aj hatpilalizaiion The initial ho^^taiiza- 
tion penod under any certification <>rder shall be no lon^r than 45 
days, the next consecutive hospitalization penod shall be no longei 
than 90 day s. and all suh^queni consecutive ho- (ntaliution penods 
shall be no longer than 6 months, except as otherwise set forth in 
this Act 

For purposes of calculating the authonzcd certific^lion penod 
under this paragraph the word day shall include every day. 
except that where the last djy ot * statutory penod described 'n 
these sections fails on a Saturday Sunday or legal holiday (he 
pcr.cd shall be deemed to expire on the next following buvncss dav 

Section S Emergency Admission 

Ihe provisions ot section 4 shall not jpply to emergency admis- 
sions authonzcd by this section 
(a) Procedures far emergencx admi sion 

(1) By taking the child to a hospital When, as a result of * 
mental disorder, any child appears m need of immeduie hospttrliza 
tion for evaluation or I re a I mem ot a nKnt^l dtsordci ^ny (.oncemcd 
person ma> take the child to a menul hospital On ihe basis ot *n 
examination of the Child and any other available inform<tion the 
examining physician shall make a determination *s (o the need for 
emergency hospitalization It the physician oetcrmines that (he 
chikJ as a result of a menial disorder, ap. sjrs to He in need of 
immediate hospitaluaiion. ihe child sh^ll be admitted for cmeigcncy 
hospitalization and treatment 
(ii) By petition 

a) Any concerned person may file a petition for emergen- 
cy hospita ligation of a child Such petition shall stale that the 
petitioner believes (hat the child ^ppc^rs to be in need of immediate 
hospital lotion tor evaluation or ircaimenl of 4 mental disindcr .ind 
state the facts on which this belief is based The petition sh^ll be 
hied vviih Ihe court which skill cause an appropriate evjiujtion to 
be mide of ihe facts alleged in the petition Within 48 hour* ot I be 
hiing ot the petition, (he court shall either den> the appiicalion or 
issue an order aulhonzing a pejce officer to bring the child to a 
designated hospital for evaluation for emergency hospitalization 

b> Upon the child s anival the hospit.il the admitting 
or treating phjMiwn shall examine (he child to make a determm^i 
tion as to ihe nerd to- emergency h<t\pitjliianon II the physicwn 
determine^ (h<»t the child, as j result ol j mcntjl disoiJei jppcjrs to 
be in need ot immediate hospitjli/.«iion for ev.ilujlion o: (rentment 
the child shall be admitted for emcrnencv hospitjh/H«ton ^ot( 
treatment 



(b> A<.i.eplanve Whcnevei a child is brought to (he hospital for 
emergency adTiiiiioo. the hospital auy avcep: physical custody of 
the child and may reque^ ihe person who brought the child to the 
facility (o remain on tne piemises until a decision concerning (he 
child s adt:jssion has jccn made The hospital shall then evxlufte 
the child s condition and admit or rekase him or her in accordance 
with the requirements of this Act 

^c) Prompi examinalion Each child accept eo by a hospital shall 
promptly be exam*nc<l and evaluated as to his or her riKn'ai and 
physical condition 

(d) Entunnx appropnaie medual >.are A hospital acvepting any 
child r^rsuant to .his scvIkni whose physical condition reveals the 
need for imn^ute m«oical attention ihall take reasonable st'-ps to 
ensure that appropnate medical care and reatment for such physKal 
condition IS made available 

(c) Recammendaliant far further treatment If a child is nol 
approved for admission for emergency hospitalization by the hospi 
(he hospital shall make such recommendations for further care 
a.>d treatment of ibc child as it ntay deem necessary 

(0 Natifiiatian af parent* or guardian In any case where the 
proponent of the emergency admission is not (he child's legal 
cu*todun. the chtld's parents or other guirdiin, including, w^ere 
STplKabie. the appropnate state ofiictal. sUlI be immedutely noti- 
fied of the hosFHtalization. 

ig) Communuation. attorney*, parental natifiiatian Ounng the 
penod of emergency admission, the child has a nght to initiate or 
receive communications from his patrcnts or others, unless the 
treating physician concludes (hat it would be senously detnmenta! 
(o the child s condition or treatment, so indicates in the child's 
medical record, and notifies the parents of this determination In no 
event. h:»wever. ma} the child be denied the opportunity to consult 
an attorney 

(h) Seven-day limit on emergtmy admuuan, exception If a 
hospital admits a child pursuant to this section, it ffuy hold him or 
her for evaluation and treatment for a penod not exceeding 7 days 
provided that, if an application for hospitalizition under section 2 is 
filed, provisions of that section will govern and. further if a petition 
for cenifkation unoer section 4 is duly filed, the provisions of that 
section will govern and the hospital may continue to hold and treat 
the child pending the action of (he coun on the said petition 

Section t Medicat Services Mexiew 

(a) Necessary ana appropriate cart Every Child admitted to a 
hospital under this Act is entitled lo receive necessary and appropn 
ate medical care or treatment. «s is more specifically provided 
below 

(b) Commissioner » authanty. internal meduo^ renew T'le com 
missioner shall adopt regulations to ensure that nece<»ary and 
appropriate care and treatment, a rd internal medical rcvi< w thereof 
IS afforded to jII children admitted or certified to any hos^ \^ under 
this Act 

(i) Such regulations shall provide res liable time penods 
within which a wntten treatment plan must be developed for esery 
child and following which the treatment pUn must ^ carefully 
ri>viewed and updated in accordance with the .hild s ongoing 
progress and needs 

(ii) Such regulations shall also provide procedures for assur 
ing that the c.^ild s treatment is m accordance with the treatment 
plan then in effect for such child 

U) Of,portuntt\ for independent me dual re i ten Any child hospi 
talizedundei this Act. the child s parent or if the child is J ward of 
the state, the appropnate stjte official is entitled to dn independent 
medical review of the appropriateness of decisions made either to 
discharge or to continue hospitalization of the child The commis 
sioner sh^ll adopt appropnate regulations concerning the proce 
dures for conducting such review 
Se<tian 7 Dixcharge 

(a) Out) to dm harge At any time that the child no longer suffers 
from a mental disordei or no longei is in need of hospitalization, it 
shall be (he duty of the tie^ting ^ysician tu secure the expeditious 
and appropnate discharge of the chilj 

<b* fr' '. n f^r ..!.t,t,u,„c dmitur^r plan A hospital may dis 
charge a child admitted under the provisions of this Act at any lime 
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pnor lo Ihc cxpiiatiun oi ihe autbi>ii/t;d r^nod ot hovpilrfltz^tiun 
»hen. in the .nirdKal ixxifmfni vi ihc iicjiint; p->-ttwi tummt»eu 
hospttaluJiiofl 1% injppruprMtc icxvcpl when otherwise nund^ted 
by > 



ki Fetition Jor tiifernatne \ unt>dia„ In (he evenl thai a child's 
PNtreni lefuscs to ^(.wepi d (.hiid released or discharged under ihis 
A(.i (he hospi^Hl m4y pciiiiun ihc (.uurt lo desifcnate ^n ^Ucnulive 
party into whose custody the child should be rckaseU 



Four Aherndtived to llie Guideline» for the Pi.>chidtric Hospitalization of 
Minors: Clinical and Legal Considerations 
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I Viho should be considered a parent for the purposes oj 
admitting children to menial health f'^tUttes without judicial re' 
»if» ' 

A% wntten. the fuidelme) contain an extremely broad definition of 
the lerm parent ' Psychiatnsts whos* pnmary objectives are to 
raciltlale hospitalization of children in need of inpatient »ervtces and 
to minimize judicial niervention prefer the definition of "parent ' to 
be as broad as possible, inciudmieven public agencies responsible 
for the care of children who axe wards of the stale 

Other psychiatrists find thit approach unsatisfactory because n 
takes insuSicient account of tHe problem of unnecessary hospitalizj.- 
wxi and of the special needs and situation', of children who are 
wards of tne state and are typically relefsaled to the least effective 
treatment settings Psychiatrists fivint frcater weifhl to these 
concerns woa!d dijlsnjuiih be'ween parents (mcliidinj mdjviduals 
v*W per&ona'ly ac parents) Ar<w pcrsoits who maS^e decisiom 
about chil<lre't the:' c5;c;i! c^tv«(.ities *s ^fents of :he stale 
PUiental decisions abotit hospitalization of children are well within 
the traditional feital deference given to family autonomy and there- 
fore should not ordinarily be subject to judicial review Houever 
af?nts of the vtate actm{ in loco parentis are not part of thai lefal 
tr^dilion rfnd rfre oftei inclined to act bccauw of general administnt 
live conuderations rather ihan the actual p^ychuinc needt of the 
children Therefore it is argued, the decisionv of luch agencies lo 
confine sucr children should not oe insulated from judicial review 
Judicial review in >uch caves does not subject a family to the 
■diersaruJ procevs an<i therefore cannot be objected to on the basis 
of that clinical '•onviderali^n Proponents of this view would define 
parent so av to exchide slate agencies and would substitute the 
folloMing language for the definition of parent m vubsection 1(c) 

Alternaine I 

ID Parent means ui a biologiLal or ^dopiive parcni who 
legal LUstody ol the child including either paicnl if (.u:»lody iv 
shared unoer j joint cuvuxiy ^greenKi i Uit a person judiLi^lly 
appointed as legal gu^rdMn of the child, or (iii> a person who 
exercises the rights and revponsibilitiev of legji tuvlody by 
detegaiion trom a bioloj{Ka> «)r adoplive puteni upon pio^uional 
adoption or «)iherMi:>e by opcmliun ot ijw ItuMwvei ihe leim 
parenl doev not include I the vtaie itr the Depjnment of 
iVelf<trel when ii hjv awumed the suiuv ui kgji f".irdijn «>f * 
child nor doev il inLluOc pcrvtiw <ti a^cnLics tn^ludmi; Ui^lci 
paremv or others »ho eicrLivc luvUkIuJ lexponsibiJiuev uptm 
delcg.itH>n by jihe vtalLl 

Alih«>ugh«.iher .iiii.) »(p<>livy Lonvirnv <fc inipltL ii<<l n ihtxt Iwu 
opiK>n\ iht mjjoi Llinii il ^hoi^t (^ Ivimllii .n .ippr«Mi.h 'li.u 



imposes the fewest obstacle: to admission of children to psychiatnw 
hospitals and one which places some measure of restraint on state 
agencies, whose decision may be responsive to pressures other than 
the best interests of the child The danger of an approach that 
f»ciliiates Mr.tission in all cases is the possibility of unnecessary 
Kistituttonalizaliofl The danger of subjecting state ajenctes to 
judicial scrutiny is that they may depnve a chifd of needed hospital 
services to avoid what may seem to them red t?pe and interference 
The costs of unnecessary institutionaluation are of course mitigated 
M hen the hospital I'acilities are such as to guarantee very high quality 
care, treattnenl. and psychiatric participation 

2 At H'hataie should the hne between parental autonomy and a 
teenager s autonomy be dra^nfor purposes of psychiatric hosptial- 
\iation ' 

Because the guidelines establish separate procedures concerning 
psychiatnc hospitaliution of "minors." it is obviously necessary to 
designate, for a vaneiy of purposes, the 2ge at which a teenager's 
preferences will have any legal effect All of the psychiatrists 
inv:>lved in tt>e formulation of the proposed guidelines agree that a 
person IS or older should be regarded as an adult for present 
purposes, accordingly, this means that the hospitalization of persons 
older than It would be governed entirely by the adult civil commit- 
nfient procedures rather than hy the Proposed «uidelirM?s w».ich by 
tiicir terms, apply only to "children"—! e . persons younger than 18 
years old 

Also, all of the psychiatrists involved in the development of these 
guidelines agree lhal children have "lights ' and that older adoles- 
cents should be entitled to some degree of legal independence 
concerning their osychwtnc treatment The disagreement anses lO 
connection with the designation of the ages at which the adoles- 
cent s preferences should have legal effect In general, opinion is 
divided on whether ihe designated age should be M or 16 It is not 
possible, however to evaluate this issue in Ihe abstract, instead, the 
matter should be considered in the three contexts in which the age of 
the minor has optrralional significance under the guidelines 

A At what age. 14 or 16 should a parental decision to hospitalize 
a minor in a psychialnc facility be subject, at the outset, tojudicial 
review through a certification procedure ' 

B At whal age. 14 or 16. should a child who has been admitted to 
a psychiatric facility upon parental request be entitled initule a 
legil proceeding to L«>ntesl continued hotpitjUzjfion ^ 

C At what age 14 or 16. should a khild be entitled lu seek 
psy(.hu<n(. treatment. iiH-luding tHi.pitalizalion without pufcntjl 
consent'' 

E^iLh of these questions will be discuss<>d briefly 
A \l Mhat^ijce. Mm 16 should j parental dckisnm to hu<>piljlizc 
a minor in a psychutiit. f^Lility be suf\/ekl ^i Ihe outset. In judKijI 
review through * certification procedure ' 

The paientat admission procedure in subsection 2tal ul 'he 
gu»delme\i% designed lo^^ivc paicnls ihe>iulhoMty to admit chiMun 
UssummK consent of ti p. vcfiutristj without subjecting tb« family tn 
an adversarial pitxess in which the chikj represented by cuunvcl is 
pcrhiitied to oppov trie decision ot the (vireni^ and the psschia- 
Irt.ls PsychialrisK wlxi^c prmLiiv concern i> the intctiiiiy \.l Ihc 
fmiily jnd Ihe authority <»f the p-ucrtls voiilJ scl the hunt 
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chfKihcK^J for ihii purpose least high as 16 This posilion is 
reflected in the |UKJctincs under iLb$ect»un 2{di4 mirwi l6or oldei 
bould not be vutum^r I y hoi>pii^lued unless m n^eu ot emersency 
treatment of certified b> 4 loyrt howevei. 4 peiion 13 01 younjei 
wo«WIUve no n|in ^t t^: outset to judicial review or lo .id versanti 
process encrojthiiij ou <t parental psychi^iiK decision vonccininit 
hospiiiJ admission Allhoujh there ^^svonsidei^ble Jebjte in U<*oi 
of both hijthcr *nd lower ajcs (e j . 18 ^nd M) the evenlu^il 
consensus em phasizinf clinical considerattons was 16 (This was the 
vote ofihe Asjembly Ii appears that this u^ue. r-ither than any of 
Ihe otherj here Jescnbcd *a> the ^.cniral fovus of the Assembly s 
deb«(c ) 

B At what age 1 4 or 16 should ^ child who has been admitted lo 
a P^ychuinC rjcitily upon parental request be entitled lo initiate a 
lefa] proceeding lo contest konlinucd hospitalit^tion ' 

Ot\cnthal pjrcnls^re noi entitled lohospitalue s.hildren4ged 16- 
18 with^xui judicul review . A Jollows Ih^t a chiW older than this who 
IS adnulted **ilhyui piotcsl ariu ihtn decides ih^t he 01 she doo not 
wt^h lo remain is cptulcd lu k dk>chjrgcd unless he or she meets the 
cnteru foi mv^luntaiy certifkdiion by 4 court The guidelines so 
provide in subsection 2(d) 

H Is lot clear however Jh^l the 4fx chosen fui subscttjon 2tdj 
shOiiW b« 16 even Ihuugh ih^l is the designated ajc foi puipt>'^.s ol 
paixrui idmis>>iyn under sub'.vciik>n 2{4i Although thcic i\ d^Tte- 
meniyntlinitaljcroiiniis ihai a j4'ycai-old 01 i'> ye^r-old child is not 
cntitJcd 41 the ifutsel lo judicial icmcw v\ parental psychwtnc 
detisKJfi!. lo hospitalize him oi hei. sume ps-chMirisl^ believe that 
suth^Juld shirtjIJik^ncihelcss be entitled, i)ome point toiniiiaie 
■1 leui procecdiiiji lo conlc^l sunlinuid hospiUlizjiion Those who 
talc this ^pprojch ^iguc ih^t even if the Uw should facilitate 
admission cnsis intervention, hospital evaluation, and an initial 
period yf ireatnitm it is S)th legally and clinic4l!y desirable to 
respfcl !l>c 7^unici icc-n^gci •> autonomy at >omc point there^flei li 
he Or she icsist-. continued cunfincmcnl Obviuiisly. ihost psychia 
trists who ".trcis pjicntal authvrily (*hcn the decision lo admit is 
^PF^oitd l.y a psychiatrisU picfci lo msuUle this ^ulhoiity from 
judKul revic*^ an3 wuiild not permit the 14 01 15->eai-old thtld to 
Lonle^ lontinueJ hospil^li^^tion in 4n advcrsaiul mannci Thev 
also believe th^i adolescent resistance to trc^imiri -i _ ^n^vi^i 
(.hm it -e-!it, „..d lii^i ihc legal light to cuntcsl hospil^luation 
would feed that It Jivtancc Thus ihc> *oulii on iie^tmcnt gioomls 
oppo<^ £1 itig ict^! Ac.ght li' the ^dolciccnt 3 «iuliHioiiiy 

nu* written the pioposed guidelines rellcci the view ih^l 
adolescents T - ufipn ih^n \b should not h.ive 4 Icg^l right lo resist 
ho'ipttal Italian and that 16 should bt the oper^uve ^ge in both 
subseciioiis 2i,i\ and 2(bi Lndei the opposing view the hist 
senteiict yf -.uoscttwn -idMD *otiM he modified ^s follows in ordei 
to nuke U rather than 16 the operative ^ge 

AUtfname 2 

Id) \otur ofinlenl lo lea\e 

(II form ^f nuticc Any child 14 yc^is vi oldci admitted 
undci ihjs secliw may give notice of intern to leave ^t any lime 

C At *ha« {i*e 14 or 16 should a child be enlitled to seeV. 
psychtatnc trediment. including hospitalization without parent^; 
consem'' 

As a result of developments m the law governing drug abuse 
treatiDent birth control, and abortion teenagers are entitled to have 
access jo such servKes vvubout parental request or consent The 
guidelines follow this same trend in subsection 2(c) by permitting 
older teeiuger^ (16 and older) to admit themselves lo psychiainc 
facilities Under ih» provision parents would be notified and would 
be entitled to initiate a heanng to rvmovc Ihc child but they could 
not autcHTUtically prevrnt ihe admission 

Tb^ qy«stjon , as before . is the age below w hich the parents should 
have a veto power over the child s autonomy— here, wnen th** '•hild 
optsforhO)piia] treatment As wntien, the guidelines seMhe age for 
self admission at 16, thus allowing a parental veto of decisions by 
14 Of |S year-olds, even when a psychialnst responding to the 
child s rctjuesl specifically recommends admission This approach 
reflects ihe viev^ thai the law should vindicate parental authonty in 
such s»ti**!Hm^ i/iner psycniainsis woutit permit self admission jit 
14 even if 4 M- or h year-old child had no right to resist parertijil 
decisiofls lo adrr t him or her or tn ctmtinuc hospital i/^twr I ho x 



who f^voi this option believe thai even young teenagers should be 
encouraged und have the opportunity to seek treatment on their 
own Ibey oeiieve tnere are<.>bviousctinica situations m which this 
alternative may be partKulaHv important Without such a provision, 
they argue disturbed and exploitative parents tould prevent a 
young leenagei who needs hospital treatment Irom getting it (jnder 
this approach, the first sentence of subseciioti 2(c) would be revised 
as follows to make 14, rather than 16 the operative age 
Attername S 

tc) Selj udmisston h\ < Mdrrn i4 and oldfr A chikl 14 years of 
age or older may, with the concurrence of the treating or admitting 
^**vsuian admit hims;lf or herself 

3 Should fhrrt he addinofiul kf(ul uljrftiiords o> thr irn/ith o) 
ionfinemrnt to o mrmul heahh fanhi\ tmrean \ 

Psychiatrist whose major concern is treatment naiuially prefer 
guidelmcs ihat facililaie such treatment Some ps>chiatiists believe 
that childlen and adolescents with certain psychiatric disordeis 
require long-term lieatment and ihal no porticulai legal obstacles 
should be raised when long-term treatment is regarded as clinically 
desirable bndei this view, nhich is reflected in the guidelines as 
now written, long term hospitalization ot children hospitalized by 
their pMients under subsection 2ta| would not be subject to judicul 
review and would be subject only lo the penodic medical review 
required by sedion 6 Again, this approach is based on the clinical 
consideration that adolescent lesislance lo Ireatmeni would be 
intensified by judicial leview should be einphasucd, huwevei, 
thatundei subseclions4tg(andth(oldei leenjgers who are judicially 
certified would have lo be recertified aftei days M days and 
every bnwnths thereafter ) 

Other psychwtrists believe that despite th best therapeutic 
intentions long term confinement of young children and leenagei^ 
involves consequentui nsks Such confinement 's also a cnore 
substan.Ml deprivation of the child s legal rights hven in the case of 
minors the loss of liberty entailed by indefinite confinemenl should 
not be based on a purely medical decision The assumption of this 
responsibility by well-meanin; psychiatr;^^ i.i tiig: past nas b'en 
u^gic for children and damaging to the image of Iik psychi 
professHin Therefore these psychiatnsts oclieve there should be 
additional legal safeguards in all cases involving significant penods 
of lKjsp4taii/*tH>n whatever mc ch''d s age jnd wi;.'vs>^t regard lo 
whether the initial admission was by parental or judicial decision 
Howevci proponciits of this view would insist lhat the cntena for 
continued hospitalization be based on psychtatnc treatment consid- 
eiations lmplcment>ig this alternative ^ould require that section 2 
of Ihc guidelines be amended by inserting the followi,,. 'inguage 
afler subsection 2(d) 

Atletnaii^e 4 

(e) Certt/tcaiiort for lony lerm hospilalizaiton No child admit 
led lo a facility undci section 2 of this Act may be hospitalized for 
a consecutive penod of more than 6 months unless a petition for 
certification has been filed m accordance with the procedures 
specified in section 4 Any petition for certiScation filed under this 
subsection shat' state, with supporting reasons and facts, lhat 
(I) the child has a mental disorder that requires long lerm 

care, 

(ii) thcchildhasnol been, and IS nol likely tobe harmedby 
continued hospiialization, 

(in) trealOKnt is available and is being provided and a plan 
of continued treatment has been formulated, 

(iv) continued hospitalization is the most efTective and 
beneficial treatment available, and 

(v) the recommendation for continued hospitalization h^s 
been reviewed and approved in accordance with ibe procedures 
for independent review specified by [the commissions ] under 
subsection 6(c) 

At a heanng for certification under this subsection the burden 
shall be on the proponent of certification to prove by clear and 
convincing evidence, lh«t continued hospilalizalion is in ihe best 
:n:crcs.'> of ihc cWni Any cciiincalion order issued under this 
subsection shall be valid for 6 months 

AuihitriTv 10 adopt rfffulanons would become subsection tO ■ 
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Keeping Itoubied Teens at Home 



by BonitJ K. Lantz 



ikc nun) txhcr puhlK ^hilJ 
wciljic j):cn^KN VaMcy 
Wcvi So*.ijl Scrvi<.CN in 
Kcjrns. I'tjh wjn ^'tmfrtmtcJ in the 
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tionai Fvnily Thenpy. iFFT^, » methud 
developed by Dr kmci F AicxvKler 
andDr BtuceV {^uv>ns and first tested 
with adolescent status offenders m Salt 
UVc City in 1971 and 197' These 
studies found thtf the incidence of court 
refcrrajs for dchnqucficy of the idenii- 
fied adolescent and the incidence of siiv 
linf delinquency wss 30 to SO percent 
less in fain*ties receiving Htnctional 
Fvnily Therapy, in contrast to families 
receivm; other forms of trcatn^t ' 

While Valley West Social Ser^KXs 
was interested in repltcaiins these re- 
sults, we were even more concerned 
about detrrmininf whether increasing 
the skills of family members would 
have an impact on the family's ability to 
remain totether Arwher desL'cd result 
was that pixennent resources would be 
reserved for those children and families 
for whom temporary separation was the 
best alternative 

To supple nfKnt the therapy compo- 
nent. » psrsprcfeiSrf>nil "youtn advo- 
cate" worked with each adolescent, 
serving as an objective fnerxJ to listen 
to the child's concerns and to nuke 
sus{estions or discuss strategics for be- 
havioral change The advocMC assisted 
the adolescent with job Kuntinf or 
school placement, tracked his or her 
profiess in Khool . at wofli and at home 
wd acted as a rok model fhe advocate 
jTKi daily with the therapist lo discuss 
each case 

When the experimental pro{ivn first 
began, two social workers provided 
n;|ulai. <.ouri ordered protective sei 
vices for 23 to 30 families and also 
offered Rjnctional Tamily Therapy at 
least once a week to six to 12 families 
whose members included an acttn|-out 
or status offending adolescent Al- 
though the adolescents had received 
counselmg or ptX)bation services, they 
had failed to benefit from these services 
and a juvenile cuurt screening commit 
tee had determined they were in need of 
out-of-homc placenfKnt 

While this method succeeded m m 
creuing family members skills and 



keeping the family intxl. the Jignx-y 
believed that more intensive services 
would enhance success rates in 70 per 
cent of the cases Additional sta'f 
would also be needed, for the 
therapists — who had earned double 
caseloads for over a year — were 
exhausted' 

Based on the experience of the ex- 
perinental program, the agency re- 
ceived a grant in FY 1913 from the 
Children'i Bureau, ACYF. to conduct a 
pilot project staffed by one BznctKwal 
fcnily Ther^st. two ptraprofessional 
advocates and one half-time supervisor 
Fimiltes were expected lo receive 
therapy for 60 lo 90 days, w;rh a case- 
load size of 1 2 families for the therapist 
and SIX adolescents for each advocate. 
Families received therapy twice a week 
for the first month and then once a week 
for the remainder of treatment Advo- 
cates met daily with the adolescent M 
first, then decreased intervciaion o*rT 
the span of treatment Therapy sessions 
were held in the offke or at home and 
each family was seen at horns at least 
once The advocate's contact with the 
adolescent was frcquenOy in the field — 
ai school, home or work 

Treatment included assessment, 
therapy and education All behavior 
within the family was seen as a reflec- 
tion of a relatiocuhip payoff a family 
member was using closeness, distance 
or "midpo'nttng" — a blend of distance 
and closeness ^ One example of a rela- 
tKXtshippcyoff of closeness might be a 
child who runs away, then calls home 
cr; tng that she's been hurt and tiks to 
go home She arrives home to her 
mother's open arms — aixl receives her 
total attention Essentially, when the 
"dust settles" the child achieves 
ck»eness 

Once the therapist assessed the func 
lion of the family memben' behavior, 
then therapy and education phases fit 
^itl building and technical aids to these 
functions to allov. the person lo main- 
tain the same relationship in more effi- 
cient ways ' Cases were termintied 
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when family mc'.^oen were able to 
rtcely cnfafe in probkm~M>lvrnt with 
out (he thcrspiit's sMisunce 

tn order (o provide ikk)k$ccnts in the 
pfoinm with peer (roup support, is 
Mell as reward desired behavior, a 
Youth Council orfanizcd « variety of 
group activities — tnps to nwvies and an 
arts festival, a visit (o the local juvenile 
detention center and talk jcwkxii to 
shaie feelin|s and concerns To mam 
lam the profram's focus on the UXal 
family and to dispel ptrental koncem 
over one child ret.etvin| ^tention for 

bad behavior, siblmfs were also en< 
counted to participate 

Since a number of L*K youths had to 
pay lines imposed by the juvcnikcourt. 
the team coordinated with the court to 
allow the adolescents to work off the 
f-.r^i unucr tfK supervision of the ad- 
vocates, by performinf a variety of 
lisii, ^lound the offue— shoveling 
>nuw. pulling weeds, picking up litter, 
ilc^inj^ and pointing In cooperation 
with (he agency s adult service unit, wc 
also airaniied work for yocths who had 
been required to make restitution The 
young people helped prepare sandbags 
for in expected fiooi and provKJed a 
vaneiy of services tot older and handi- 
capped members of the community, 
with \/hom they worked exceptionally 
well 

Program Operation 

The lasc of 1 6- year-old Lar'y White 
and his family illustrates how :he pfo- 
|ram operates 

l^ry Ines with his younger sister 
and mother. June Green, who had re* 
married about four years ago after 
being head of the household for five 
>ian Twv older married sisters In'c in 
the Salt Lake area Mr Green works as 
an auto mechanic and Mrs Green 
works two jobs as a waitress Larry s 
tMUrA father, Harry White, is m prison 
in Illinois and has had no contact with 
Utrr> in the last nine \ ars In school 
l^> leads kXi the 4tJ grade level and 
IS * behavior problem LaiT) hairt been 
plaLcd in ^veial >pekial programs bji 
the M.bool reports frvstrtiion »tth hi> 



Don-attendaiKt and poor atuiudes He 
also IS scents easily ted by fnends The 
family has received counseling pre- 
viously but feels it has not helped 

At the Ume of his referral to the pro- 
gram, Larry had stolen $300 worth of 
food stamps from a neighbor On earlier 
court tferrals he was found guilty of 
truancy and possession of ikoho\ and 
tobacco Both the court intake officer 
and Lanry 's parents feh that he needed 
to be out of the home, in fact. L.irry's 
mother refused to take him home, say- 
ing "SomeoTK else can take him and 
straighten him up" The juvenile tourt 
Krcemng committee identified Lariy 
as a child requiring placement 

Before the court date to adjudicate 
custody, the intensive family therapist 
met with the family to discuss aher- 
nxtives to placenxnt The tnerapiM I'J- 
:cr<<d (o inc lamily's concerns, ex- 
plained the costs and realities of foster 
care and discussed the FFT program 
By this time Lany had been out of the 
home a few days and after the f^gram 
was explained to Mrs Green and she 
realized there would be follow-up, she 
w-as less insistent on her son's need for 
ptaccmcAt 

The therapist then identified and as- 
sessed uSe funaion of the family mem- 
bers' behavKX and regular therapy ses- 
sions were ananged in the home Larry 
returned home after the first session 

The advocate attended the first ses- 
sion and made an appointment to see 
Larry the next day Over a period of 
three weeks, the advocate met daily 
with Lany Larry stated thai he ^ated 
school and warned to work He had a 
girlfriend who lived some distance 
away, which nude regular contact with 
her impossible Larry told the advocate 
thai he wished he could do some of the 
funthingshisstepfatherdid Since Lar- 
ry slC|X in an unfinished basement with 
no walls or privacy, his nieces and 
nephews got into hts things and 
damagedthemwhenthey visited Larry 
said he tett his family didn t cai. tvHit 
him 

The advocate, therapist, parents and 
school counselor ajrangcd for Larry to 
have work release status and attend 
lI.;* ses to develop empioymeni skills 
Larry and the advocti" weiu job huM- 



ing and Larry obtained employment 
washing dishes The advocate also 
worked with Larry on communicatjoo 
skills and eiKounged hi m :o Ulk about 
his feelings and build relationships 
Larry's sister and brother^in-law began 
taking a greater interest in him and he 
spent several weekends m their home 
The brother-in-law, a milkman, took 
Ijtrry with bim on eariy morning runs 
After five weeks, however. Larry lost 
his job because he had made cash over- 
draws that exceeded his waf;s He and 
the advocate went job hunting again 
and Larry found another dishwashing 
job Wlowing the FFT model, each 
diRiculty was reframed as an oppor- 
tunity to develop alternative behavior 
and team new skills In school. Larry 
regularly attended his swtmnunt and 
'.nd-.sui4l foods classes but neglected 
math and English 

The family continued to meet weekly 
with the therapist for 10 weeks, dunng 
which lime communication, iKgotia* 
tion skills and fair Tight rules were 
taught Larry's ptren<s agreed to pay 
half the cost of a foot locker to protect 
hts possessions and he reported that this 
gesture made htm feel that his parents 
cared about him A ir>es$age center was 
established to inr^Jcove communication 
within the family The parenu set aside 
one night a vvcek to go out together, 
whKh improved their ability to com- 
munictfe and work as a team 

Intensive t))erapy was terminated « 
this point, but since Larry had not fully 
paid his fines and restitution, his case 
was transferred to a case manager Six 
months after termination Larry was 
working full time and had not boen in- 
volved in any further delinquerKy 



"Emphasis is piaced on 
the importance of the 
individual." 
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THE ABUSE OF STATUS OFFENDERS 
IN PRIVATE HOSPITALS 



Michael Robin 



ABSTRACT On the basis of 3 years of experience as a psychiatric assistant in a 
Twin Cities hospital, the author argues that placement in 2 psychiatric ward is 
essentially abusive to status offenders. He points out that many of these young people 
have been abused, but that they are treated on the ward not as abused children, but as 
problem children Being locked up. having to follow treatment plans, being threat- 
ened with isolation apd medication, and being treated by insecure staff with insuffi- 
cient training are all. this author argues, abusive. 

Because the Juvenile Justice and Delinquency Prevention Act of 1974 
placed restrictions on the use of public facilities for the treatment of status 
offenders, many states are now placing status offenders in private psychi- 
atric hospitals, circumventing the deinstitutionalization law. Unfortunate- 
ly, ve have no national statistics on the extent of hospitalizations of status 
offenders, and if we did, they would likely be gross underestimates, as 
most status offenders are not admitted to hospitals under a court order 
but under the threat of one, usually by a parent or social worker. 

As a matter of definition, status offenses are those noncriminal behav- 
iors such as incorrigibility, running away, and truancy that are considered 
illegal because of a child's age. Status offenders are by definition "out-of- 
control," and treatment in the hospitals tends to focus on modifying or 
changing those behaviors ihat are deemed unacceptable to adult society. 
The problem is that by focusing on behavior as such, and by defining 
children as out-of-control, the complex reasons why childen act out are 
missed. Definition is crucial, for as Mark Twain said, "If the only tool 
you have is a hammer^then you tend to treat every problem as if it were a 
nail." How children's pioblems are defined will have major implications 
for the Luursc and content of their treatment and is at the root of what I 



Michael Robin is stall lesearcher Mith the Minnesota Supreme Cuuri Juvenile Justice 
Siud> Commiisiun. 114 TNA. 122 Pleasant Street. Lniversiiv of .Mmn-sota. Minneapolis. 
MN 55455 Requests for repnni^ should be addressed 10 Michael Robin at that address. 



ERIC 




117 



see as the considerable emotional and physical abuse that adolescent 
■patients endure in psychiatric hospitals. 

Tills paper is based on my 3 years of experience as a psychiatric assist- 
ant in a Twin Cities hospital. I will try to stay away from horror stories of 
gross abuse, for that is not my point. Rather I intend to show how the 
system itself, when working properly, is abusive to children. My initial 
reaction to this program was quite positive. I was caught up, like many 
others, in the power I had over children. However, as I gained more 
experience and my knowledge of child development increased through my 
education, I came to reject the system. 



Status Offenses and Child Abuse 

Status offenders are o,.en children who have been abused, yet in this 
hospital they are treated as offenders. Only occasionally is a child placed 
on the unit with a specific clinical disorder such as schizophrenia, depres- 
sion, or anorexia nervosa; instead, most patients are diagnosed as having 
behavior or conduct disorders, like s'atus offenses. A number of investi- 
gators have pointed out that many children in institutions have suffered 
earlier abuse and neglect within their own families, foster families, or 
other institutions. Douglas Kline, an educator at Utah State University 
testified before Congress in 1979 that "the children who come into con- 
flict with the law and ultimately populate our institutions are for the most 
part victims of physical abuse, neglect, abandonment, and/or sexual mo- 
lestation before they came into conflict with juvenile authorities and be- 
fore they are committed to institutional environments." The New York 
Select Committee on Child Abuse found in a 1978 study that neariy 50% 
of the families who had been reported for child abuse and neglect evcntu- 
any had at least one child taken to court for delinquency and ungovern- 
ability. The summary of the report cautioned, however, that child mal- 
treatment cannot be used as an indicator or predicator of future juvenile 
misbehavior. The two are strongly associated, but other factors affect 
whether or not a child becomes delinquent or ungovernable. 

Such facts are consistent with my own experience as a psychiatric a.s- 
sistan t. Many of the patients had indeed suffered abuse, both physical and 
sexual, or had been neglected. While most staff knew that the children had 
suffered serious maltreatment, they generally believed that these children's 
behavior had elicited abuse, rather than that the behavior disturbances 
were symptoms of abuse and neglect. As in most child care institutions, 
the psychiatric staff were largely untrained and ignorant of the special 
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needs of abused children, and they frequently responded to the children in 
a manner similar to that of the children's abusive parents. 

Dynamics of Child Abuse and Neglect 

The major psychological dynamic in abused children is identification 
with their aggressors (Martin & Rodeheffer, 1980). That is, children re- 
spond to their maltreatment by assuming their own •*badness"; for why 
would their parents, who are so wonderful, abuse them unless they were 
bad? Abused children typically have great difficulty directing their rage 
toward their aggressors, for they assume that if they did, their parents or 
caretakers would go away. Consequently, they develop what might be 
called a shame-based personality (Bach, 1980). They are bad; they are 
responsible for the abuse, as they deserve the abuse that comes to them. In 
fact, abused children are particularly adept in provoking punishment or 
rejection from others, for when they get it, it confirms who they are, that 
they arc indeed shameful and unworthy. 

Abused children learn to survive by accommodating tht r needs to the 
needs of the aggressors within their environments. They have a hypervigi- 
lant attitude, constantly frarful of assault or invasion, with little ability to 
take for granted the care and nurture of their caregivers. They become 
^•watchers," acutely aware of mood changes in the adults around them, 
and they develop a rather "chameleon nature," learning to shift their 
behavior according to what is expected of them and denying their own 
impulses. The children learn to avoid punishment by becoming experts at 
'•passive resistance," by feigning acceptance of what others demand. On 
ihe surface, then, abused children try to control and manipulate everyone 
and everything, however, this behavior is less willful than assumed and is 
based on fear of rejection or punishment. 

* Additionally, abused children are valued most when they arc meeting 
the needs and expectations of their parents. This is especially apparent 
when children are obeying or simply staying out of their parents' way. 
They are not valued in their own right for their own needs, values, and 
interests. Furthermore, their efforts at being competent or independent 
frequently result in verbal or physical abuse. Abused children are thus 
more apt to feel that they lack control over their environments and that 
external factors, rather than their own efforts, determine the outcome of 
events. Abused children are essentially joyless, lonely creatures who have 
a poor sense of themselves, lack initiative and confidence, and find rela- 
tionships with others quite stressful. 
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The process whereby children learn self-control is also disrupted fp 
pbusfve families. They identify with a parent who is a model of aggressive 
behavior but who denies expressions of aggression from the children. The 
.children, lacking effective self control, alternate between extreme inhibi- 
tion and sudden volatile outbursts. Their lack of self-control is also seen 
in their tendency to lie and steal when not monitored. Their efforts, 
through misbehavior, at establishing a separate identity and indepenr 
dence from their parents tend to be more symbolic than real. Acting out 
serves to deny children*s dependency needs and repeats the earlier trau- 
matic experiences of punishment, abandonment, or ridicule. Misbehaving 
then becomes a means to control the environment and make it predict- 
able, but it covers up the underlying shame and fear of not being loved. 

Daily Regimen 

Many child-rearing practices that would be considered abusive if done 
in the family are legally and socially condoned by our society in the name 
of discipline and treatment. It is in the normal course of treatment that 
many children are abused. When children enter the hospital, they are 
quickly oriented to its rules and regimen, and great effort is made to 
establish the authority of the staff over the children. The locked door is 
the most obvious and salient symbol of the children*s powerlessness in 
their new environment. The children are not allowed to be outside the 
unit until the staff considers them trustworthy enough not to run away 
and until they are working on their treatment goals, which routinely takes 
2 to 3 weeks and sometimes longer. Thus, to maintain control within the 
institution, an artificially restricted environment is set up, so that children 
are forced to comply with authority to regain the privileges they have 
hitherto taken for granted. Many children report feelings of shame and 
humiliation at being locked up and resent the implication thai they are 
somehow dangerous or crazy. Incest victims and other victims of abuse 
are routinely placed on this unit, along with children who have committed 
serious crimes, this tends to reinforce their idea that they arc bad and they 
have done something wrong. The problem is that this hospital makes no 
distinction between those patients who need and those who do not need to 
be locked up, so that many who do not need to be locked up suffer the 
consequences of inappropriate placement. 

The daily regimen is designed primarily for the convenience of the staff 
in maintaining control o\er the children and has little to do with the 
developmental needs of the individual child. The design of the unit allows 
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for constant observation, so that the only opportunity children have to be 
•.mmonitored is when :hey are in their own rooms, and even here privacy 
is violated by frequent room checks. Moreover, the staff can, at will, 
search children's rooms or persons, further violating their personal and 
bodily integrity. This is clearly not a relaxed, secure atmosphere free from 
constant scrutiny, something Konpka considers vital to healthy group life 
in residential treatm^int (1972, p. 172). The tension is enhanced further 
because the unit ^^s :io gym or outdoor play area. Many children, lacking 
an outlet for their pent-up energy and emotions, respond by chain smok- 
ing, overeating, gent:ral irritability, or occasional violent outbursts. Very 
few stair appreciate how the envir^^hment of the institution itself— its 
restrictions, its bon dom, its close living quarters— may encourage chil- 
dren to act out. In their view, the children's behavior is the problem. 

Hospitalized children are expected to follow a plethora of depersonal- 
ized rules and regulations which teach them compliance more than they 
teach them respon:.ible behavior. In many messages given by the staff, 
explicit communications, for instirc* that children should be responsible 
for themselves, are contradicted by implicit ones. Children on the ward 
are never allowed to decide for themselves what they wish to do and to do 
it unmonitored They are given care plans with a variety of target behav- 
iors that are part of their treatment plan. In most cases, the children do 
not understand the language or the purpose of the care plan, nor are they 
consulted on its content. Nonetheless, they are expected to use it and re- 
ceive feedback each hour on how well they are fulfilling their behavioral 
goals Bettleheim and Sylvester have argued that compliance with stereo- 
typed rules may constitute adequate adjustment to the institution but 
allows the child little opportunity for spontaneity and responsible decision 
making "Complete determination by external rules pievents the develop- 
ment of inner controls. Emotional conflicts cannot be utilized toward per- 
sonality growth because they are not intrapsychic conflicts, but only oc- 
casional clashes bttween instinctive tendencies u la impersonal external 
rules'' (1972, p. 71). 

Children are aluays expected to accept the feedback given them by the 
staff, which rends to be negative and critical. Many disturbed children 
become easily discouraged by negative criticism, as it affirms their already 
lov self-concept. Generally, the staff does not understand the importance 
of positive reinforcement as a more effective influence on behavioral 
change All too often, staff are insensitive to the children's intellectual and 
developmental level and use abstract, complicated language or speak in a 
harsh degrading tone. Children are not allowed to disagree with staff, and 
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because accepting feedback is tied o earning privileges, most childrea 
learn that it is not worthwhile to argue with staff. In addition, they are not 
encouraged to think for themselves and to learn how to evaluate what 
they hear about themselves, to decide what sounds plausible and what 
does not. In effect, what the children really learn is to manipulate adults 
by giving them the compliance they demand. In this role reversal, the 
needs and views of the children are discounted by the adults around them. 

In the ward, childr-i are denied the right to decide whom they will trust 
and in whom they will confide or even if they will trust anyone at all. For 
example, each day children have a ••one-to-one" where they Calk over 
their problems with a staff member. Because the staff person changes 
frequently, children are actively discouraged from talk ng with only a few 
people and arc expected to talk openly with any staft member. Should' 
they refuse to talk with someone, they might be punished for allegedly not 
working on their problems. Because talking about their problems is tied 
to earning privileges, many children survive by learning how to speak 
about themselves with psychological terms that they dc ^lot understand. 
As Piaget points out. adolescents are capable of abstract thought, of 
reflecting on their own behavior and motives; but the development of 
abstract thought depends on the maturalional level of the child, not only 
on the chronological (1975). To expect children who have been abused or 
who have learning difficulties to verbalize their feelings is abusive in itself, 
for it expects more than the behavior of which the children are capable.' 
Furthermore, by discouraging primary relationships, the hospital is deny- 
ing the children what they need most, a consistent caretaker who offers 
unconditional nurturance. The ever changing caretaker is. according to 
Rutter. one of the great failures of institutions in providing therapeutic 
intervention, for it continues and reinforces the lack of consistent care 
from which abused children have already suffered (Rutter. 1979, pp. 147. 
154). 



Discipline and Punishment 



Discipline in the psychiatric ward relies heavily on isolation and seclu- 
sion. For rule violations or for not working satisfactorily on their treat- 
ment goals, children are routinely placed on room restriction. As a matter 
of course, when children are placed in their rooms, the rooms are stripped 
of all personal or leisure items such as books, games, or radios. The length 
of time children are kept in seclusion varies from a short period for minor 
infractions to 24-hour periods or longer for more serious violations. For 
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example, if staff judge that a particular child is not working hard enough 
on resolving problems, that child will be placed on room restriction until 
his or her attitude changes, which in some cases has been up to a week or 
more. In one extreme case, a I3-ycar-old hyperactive boy was kept on 
room restriction for 6 weeks, until he acknowledged the pain of his family 
situation. During this time, this child was not allowed any communication 
« wiih his family or his fellow patients, nor was he allowed any recreational 
activities or to go to school. This practice is torture, the principle of which 
IS that with sufficient pain, people will change their behavior. 

The ''time-out" room is a small, bare room of concrete walls and 
screened windows, used when children are out of control. It can also be 
used when room seclusion has not produced the desired behavior change. 
Seclusion in the time-out room tends to produce initial affective responses 
of rage and terror, then helplessness, and eventually resignation and com- 
phance. Wadeson has suggested that seclusion may encourage paranoid 
reactions in disturbed patients (1980, pp. 163-170). They fear being over- 
powered, ^Mocked at," and controlled. Expressions of bitterness and hu- 
miliation are frequently reported weeks and months after the isolation 
incident. Furthermore, many abused and disturbed children harbor deep 
anxiety about being abandoned, unwanted, and unloved, which tends to 
be reinforced by their time-out room experiences. Miller, drawing on the 
work of D. Winnicoti, argues that anxious adolescents, like infants, need 
to be able to project their anxiety onto their care givers, who then absorb 
It and return back to the children a sense of security (1978, pp. 434-447). 
Holding oui-of-control childen rather than isolating them can give anx- 
ious adolescents the equivalent of the cuddling mothers give their infants. 
Emotional development occurs when children are allowed to express their 
feelings without the fear of punishment or abandonment. This institution, 
instead of hiring adequate numbers of skilled staff, resorts to isolation or 
•to drugs like Thorazine or Haldol for the management of disruptive 
behavior, which is another example of abuse. 

Needs of Staff 

The attitude of tne staff toward these children is markedly ambivalent; 
they claim to be nurturant and child centered, but they are also hostile 
and demand disciplined and controlled behavior. The concern for order 
and obedience leads to denial of the children's needs and often to abuse. 
The techniques of control and the forms of communication that staff use 
with patients are generally not those they would use with their own chil- 
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drcn. These children are said to be -different/' to suffer primarily from a 
lack of consistent limit setting rather than from a lack of love. Miller 
notes that the shaming, disparaging, and controlling seem to have a ••par- 
ticularly disruptive and sadistic element to them" (1978, p. 440), one that 
tends to assume an exaggerated willfulness on the pait of the misbehaving 
child. These inappropriate techniques may arise because the staff are 
inadequately trained and supervised for the work they a.. They lack an 
appreciation a.id understanding of the behavioral dynamics of child 
abuse, so they often overreact to the children's oppositional behavior 
Such instances tend to heighten the staffs sense of helplessness and lack 
of control over the children. Staff will thus act to restore their authority, 
and. in the process, they often disregard the meaning of the children's 
behavior. Staff need children to be compliant, as it gives them a sense of 
power that is otherwise lacking in their lives. They tend to ex^iggerate 
their own importance in the children's lives, and they do not appreciate 
the effect of their own feelings and insecurities on the therapeutic relation- 
ship Staff powerlessness is reinforced by thei status within the hospital 
structure, where they receive low pay, have litti: room for advancement, 
and are expected to be compliant within the hierarchical structure defined 
by the medical model of treatment. The staff are unable to direct their 
frustrations within the system, so they turn to the child for a sense of 
power Just as the staff have little understanding of how their own work 
environment may affect their feelings, they arc unappreciativc of how they 
stifle the initiative and autonomy of children by imposing too many re- 
strictions on their behavior. 

Conc/usion 

Abused children have a remarkable ability to provoke further punish- 
ment and mistreatment from their caretakers. In this study, I have at- 
tempted to show that by defining delinquent children as ungovernable 
rather t^an as abused, hospital psychiatric wards reinforce character traits 
that are rooted in earlier abuse. More than limits und discipline, what 
abused children need are consistent care and nurture, or simply love. As 
Ashley Montagu wrote, ''no child adequately loved ever became a delin- 
quent or murderer" (1971, p. 174). If we are to provide treatment to 
delinquent children, we need to reject their efforts to push us away or 
provoke us to punish them. We need to offer moit than jules and regu 
mentation, for they need more than simply to be cootrolled. We need to 
provide environments that are safe and predictable, bat most of all loving 
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Following the deinstitutionalization movement of the past 
two decades, we see in the 1980's the emergence of a "hidden 
system" of social control of juveniles. Prior to dei nsti tution 
alization, that part of the child welfare system that dealt 
with the control of misbehaving children could be described, 
quite roughly, as centered on the juvenile justice systen., 
and involving publicly funded control institutions. Today, 
while the juvenile justice system and its public systems 
still exist, the "hidden system" that has evolved alongside 
it is characterized by a mental health emphasis, and by 
pr i vat i zat iOn . 

This system of social control developed in response not 
only to dei ns ti tututi onal i zati on, but also to a more 
pervasive and long-term process of the medica 1 ization of 
deviance. For at least the past century, behaviors which were 
once seen as instances of immorality or e v i 1 inc 1 ud i ng 
delinquency-have become reinterpreted as symptoms of 
sickness or disease (Conrad and Schneider, 1980; Spector, 
1981). Furthermore, increasing numbers and types of deviant 
have been treated in those institutions designed for the 
i ll--hospi tals and clin1cs--and with the sort^ of 
psychological and somatic therapies deemed suitable to those 
who are seen as in trouble, rather than as causing trouble. 

Several trends in the 1960s and 1970s were superimposed 
upon the general process of medi'-al ization to produce the 
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hidden system of controlling juveniles. Ore was the 
sequence of legislation that mandated coverage of psychiatric 
treatment (particularly inpatient treatment) by both public 
insurance providers such as Medicare, and by private 
providers such as Blue Cross and Blue Shield. Insurance 
coverage made mental hospitals accessible to many non- 
Indigent Individuals who would otherwise not have been able 
to utilize inpatient psychiatric services either for 
themselves or for their offspring. 

The deinstitutionalization movement of the late 1960s and 
early 1970s was directed toward two populations which are 
relevant uo the hidden systtjm: juvenile status offenders 
(and to some extent delinquents) and the .nentally ill. Soth 
Federal and State level policy during this era was dirocted 
at the diversion of juver.ile status offenders from juvonile 
justice system processing and institutions, and the removal 
of mentally ill persons from the state hospitals into the 
community, through the community mental health movement. 

There are three theories of the historical factors which 
led to the deinstitutionalization movement: one based on 
ideology, one based on economics, and one based on 
technology. These theories--at least the first two--may be 
taken either as competing or as complementary explanations. 

The ideological impetus to the deinstitutionalization 
movement 'vas labeling theory's insistence that 
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institutional izaton was deleterious, rather than restorative, 
in Its effect on offenders and mental patients. The work of 
sociologists such as Scheff (1966) and Goffman (1961) were cited 
extensively during the policy debates that preceded 
deinstltutional legislation. 

The political-economy theory rests on the notion of the 
Viscal crisis of the state" (O'Conner. 1973), and indicates 
that deinstitutionallzaton was prompted not so much by social 
theory as by imminent bankruptcy. The states sought to empty 
their mental hospitals and curtail their juvenile hall 
populations becuase they could no longer afford to maintain 
the expensive institutions which had flourished during 
earlier and more solvent days of the welfare state (Rose. 
1979; Scull, 1980). 

A final theory of the impetus to deinstitutionalization 
is technological, and pertains to mental patients rather than 
to juveniles. It asserts that the advent of psychoactive 
drugs enabled the states to release patients who could tnen 
be properly maintained in the community with regular dosages 
of these drugs. Scull (1980), however, demonstrates that the 
beginning of the deinstitutionalization movement in England 
and the United States preceded the introduction of 
psychoactive drugs by a decade or so. * 

What is clear from later developments in the hidden 
system is that economic factors, as well as new ideas in 
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psychiatry and social science, are significant in shaping the 
ways in which social policies are developed and implemented. 
For during the period after deinstitutionalization, the 
private sector, especially the for-profit private sector, 
came forward to fill the gap left by the withdrawal of the 
public sector from responsibility for some of its mentally 
ill and juvenile dependents. 

Lerman (1982) and Guttridge and Warren (1984) have 
outlined this process of privatization. The deinstitu- 
tionalization policies of the 1960s-1970s with respect to 
juveniles encouraged the states, using fiscal incentives, to 
deinstitutionalize status offenders from public cor r rect i ona 1 • 
facilities. As earlier work on this movement indicates, this 
left the states still able to utilize private correctional as 
well as public mental health and private mental health 
inpatient facilities for "deinstitutionalized" juveniles. 
(Lerman, 1982; Warren, 1981; Guttridge and Warren, 1984). 

Within the private mental health sector, the hidden 
system involves at least the following types of residential 
facility for juveniles: private psychiatric hospitals or 
wings of general hospitals for those under 18, residential 
treatment centers (RTC's), and, most recently, chemical 
dependency inpatient facilities (CDU's). Our purpose here is 
to collect together the rather sketchy but still valuable 
evidence concerning the scope and growth of this hidden 
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system during the past 15 years. What is certain is that the 

private sector is more significant than the public sector in 

providing inpatient psychiatric care to minors. As Zenoff and 

Zients (1983:i92) note 

The assumption that youngsters receiving inpatient 
mental health services are in state or county faci- 
lities is incorrect. Of more than 95,000 children 
admitted to impatient facilities in 1975, for exam- 
ple, only approximately 25,000 were placed in coun- 
ty or state hospitals. 



AOOLESCEMT PSYCHIATRIC HOSPITAlI ZATON 

The psychiatric hospitalization of troubled children is 
legitimated by the progressive medical ization of childhood 
and other deviance, and facilitated by fairly recent changes 
in insurance provisions. However, the gatekeepers to both 
public and private mental hospitals, and the insurance 
providers, require a diagnosis of psychiatric disorder taken 
from the Diagnostic and Statistical Manual of the American 
Psychiatric Association (popularly known as OSM III). While 
on the face of it this diagnostic requirement would hamper 
the admission of non-schizophrenic or non-psychotic youth to 
psychiatric hospitals, in fact there are a number of 
diagnoses which could fit wayward or delinquent youth. 
For example, the DSH III category C onduct Disorder is defined 
as a: 



... repetitive and persistent pattern of 
aggressive conduct by either physical 
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violence against persons, or thefts 
outside the home involving confrontation 
with a vi ct im. , , , The nonaggress i ve types 
are characterized by the absence of 
physical violence, , .However , there is a 
persistent pattern of conduct in conflict 
with norms for their age, which may take 
the form of ,,,, persistent truancy and 
substance abuse; running away from home 
over night persistent serious lying 
...vandalism or fire setting; or stealing 
(OSH 111 , pp 45 - 46). 

National data indicate the increasing use of private 
psychiatric hospitalization as a means of controlling 
misbehaved youth, while nati^^-al and local data soecify some 
of the dimensions of this increasing privatization. National 
data show that juvenile inpatient hospitalization more than 
doubled between 1970 and 1975, with an increase from 6,452 to 
15,462. The increase leveled off between 1975 and 1980 
rising to 16,735 inpatients. Overall these changes represent 
a a 159^ increase for the decade (NIMH, 1985 unpublished 
preliminary report). 

The rates of pr1vi>te psychiatric hospitalization for all 
age groups show an increase from 1970, which is interesting 
in the light of deinstitutionalization policy and the decli.ie 
in the state hosptial population. For the general population, 
the rate per 100,000 was 43.3 in 1970, rising to 62.6 in 
1980. The rate of increase for the under-18 population was 
even more dramatic. In 1970 it was 9.3, in 1975 23.3, and'by 
1980 it was 26.3--more than doubling in a decade (NIMH, 1985). 

If we cross classify these national statistics by gender 
they provide a comparison between the open system of juvenile 
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justice and the hidden mental health system as 1oci of social 
control. Those juveniles who are incarcerated in justice 
facilities are overwhelmingly male, with the pre-deinstitu- 
tional ization exception of status offenders, who tended to be 
predominantly female. One dimension of the privatized hidden 
system is that it does not parallel the other system's wide 
disparity between male and female incarceration. In 1980, 
9,386 of the private psychiatric inpatients were male, while 
7,849 were female. In previous years, the female rate 
actually exeeded the male: 8.4 males to 10.2 females per 
100,000 in 1970, and 22.5 to 24.1 in 1975 (NIMH, 1985). 

A California study of four juvenile psychiatric hospitals 
in Los Angeles also showed a relatively balanced sex ratio 
Guttridge, 1981). In addition, this study provides an 
overview of some of the other characteristics of the hidden 
system, and a comparison between a public facility and three 
different private facilites (Guttridge, 1981; Guttridge and 
Warren , 1 984) . In general, the hidden system (at least for 
this location during the late 1970s) tends to be less 
minority-oriented as well as less predominantly male, and 
includes middle class as well as lower SES youngsters 
(Guttridge, 1981; Guttridge and Warren, 1984). The California 
study also indicates that less psychiatric care is provided 
where there is more need, and more care where there is less 
need, in a system which permits privatized health care. Of 
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the four psychiatric hospitals or wings studied, the public 
hospital sample experienced shorter stays and higher levels 
of pathology, while the private hospitals demonstrated the 
reverse relationship: longer stays and lower levels of 
pathology. The mean stay In the county hospital was 13 days; 
the private hospital means ranged frofn 25 to 106 days. The 
schizophrenic or psychotic diagnosis rate was 29, 5X in the 
public hospital, and ranged from 12,4 to 19, 5Z In the private 
hospitals. The private hospital clientele was made up 
primarily of juveniles with OSM II antisocial, personality 
disorder, depressive, drug abuse or runaway reaction types of 
diagnosis (Guttrldge, 1981; Guttrldge and Warren, 1984), 
The private hospitals were also more likely to have 
voluntary juvenile inpatients and the public hospital to have 
involuntary commitments. In Cal 1forn1a--as In most other 
states-incarceration In a psychiatric hospital may occur, 
for adults, on a voluntary or involuntary basis. Wh^''a 
juveniles may be Involuntarily committed to psychiatric 
Institutions under the same legislation as adults (the 
Lanterman-Petrls-Short Act In California), for juveniles, 
"voluntary" refers to being volunteered by parents or 
guardian;1t is only very rarely that juveniles either do, or 
are permitted by law to, sign themselves in to a psychiatric 
Ins 1 1 1 1 tu Ion. 

In the Califor.la study, 15. 7Z of the juvenile patients 
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In the public hospital were voluntary commitments, while the 
proportion of voluntary placements for the chree private 
hospitals ranged from 49.5 to 90. 4X (Guttridge, 1981; 
Guttridge and Warren, 1984). This high rate of voluntary 
placements at the private hospitals indicates a demand from 
parents, as well as from official juvenile control 
represent Ives , for the psychiatric hospitalization of youth. 
This demand appears to be as likely in middle-class as in 
lower class households (although no direct measures of 
parental SES were possible in the California study), and may 
be rela'.ed to the increased incidence of divorce, single- 
parent families, and step-parents (Guttridge and Warren, 
1984) . 

State-level data indicate the significant contribution 
of insurance coverage to the increase and expansion of 
adolescent psychiatric commitment. The cost of treatment in 
these institutions is very high, ranging from $200 to over 
$1000 per patient per day; a cost borne primarily by private 
insurance carriers. Insurance data from Minneapolis i'ldlcate 
that in 1976 there were 1123 admissions to private 
psychiatric hospitals in the local area which were reimbursed 
by either Blue Cross or Blue Shield, accounting for 46,718 
patient days, while in only the first six months of 1983 the 
figures were 1124 and 43,855 respectively. The rate per 
100,000 population was 187 in 1976 and by 1983 it had risen 
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to 412 (Schwartz, et aK , 1984). 

The fact that the rate of hospitalization in Minneapolis 
exceeds the rate per 100,000 nationwide serves to underscore 
our previous point concerning the variation between states 
and other geographical units in the utilization of private 
psychiatric hospitals. In addition, the data concerning. the 
total utilization of private psychiatric hospitals indicate 
that while in 1980 California had the largest numher of 
private hospi ta 1 S--28--15 other states exceeded that state's 
^•^ ISii 100,000 (Redick and Witkin, 1983). 

The data for all private hospitals also indicate the 

typical owrer«;hip patterns for this type of Institution, and 

thus of thi: aspect of the hidden system. Of the 184 private 

hospitals in ..le US in January 1980, 63 (42X of available 

beds) were nonprofit, while 121 (with 58X of the beds), were 

for-prof Among the for-profit hospitals, the majority were 

owned by corporations (109). 7 were owned by individuals, and 

5 by partnerships (Redick and Witkin, 1983). These figures 

represent an increase in privatization and prof i t izat i on over 

time. As NIMH analysts Thompson, Bass and Witkin (1982) note: 

Between 1968 and 1975 the number of for profit psy- 
iatric hospitals run by corporations grew from 62 
to 103 (an increase of 66 percent) while for-profit 
private psychiatric hospitals by individuals or 
partnerships decreased from 20 to 14, a drop of 30 
percent. Not-for-profit, church-related private 
psychiatric decreased from 17 to 8, a 53 percent 
percent decli-ie and not-for-profit hospitals incre- 
eased only slightly, from 52 to 55 » or by 6 percent 



(p. 712). 
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As Starr (1982) has noted of American medicine in general, 
American inpatient psychiatric medicine is becoming 
increasingly dominated by the corporate sector (Guttndge and 
Warren, 1984), 

One branch of the hidden system, then, is the private 
psychiatric hospital, often prof i tmaK i ng . and ownad by a 
corporation, which provides care and control of misbehaving or 
disturbed adolescents (and sometimes children) in return for 
insurance money. Variations in this system include 
psychiatric wings of private general hospitals, which may be 
even more profitable and widespread (Thompson. Bass and 
Witkin, 1982). This hidden system Is used both by the public 
juvenile welfare and justice system--as a placement 
alternative for disturbed wards of the court--and by parents 
as a relief from hostile or uncontrollable youth (Guttridge. 
1981; Guttridge and Warren, 1984), While some of the 
patients in these psychiat-ic institutions are severely 
mentally disturbed, manifesting the delusions anj 
hallucinations characteristic of schizophrenia or psychoses, 
the typical adolescent tends to enter treatment with a 
conduct or personality disorder type of diagnosis (Guttridge, 
1981; Gutt'-idge and Warren. 1984), 
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RESIDENTIAL TREATMtWT CENTERS AND CHEHICAL DEPENDENCY UNITS 

Psychiatric hospitalization is not the only dimension to 
the hidden system of social control; other mental health 
related institutions have also come to serve the function of 
care and control of misbehaving youth. Among these other 
institutions are those which have existed for some time, such 
as Residential Treatment Centers (RTCs), and those which are 
of more recent development, such as Chemical Dependency Units 
(CDUs) of general or psychiatric hospitals. Both RTCs and 
CDUs represent privatized forms of the hidden system. 

The purpose of RTCs is the "provision of round-the-clock 
care to persons primarily under the age of 18 who are 
diagnosed as having an emotional or mental disorder" (Redick 
and Witkin, 1983, p. 1). Over 95Z of RTCs in 1979 were 
private. The 1979 admission rate to RTCs nationwide was 
almost the same as tne 1980 rate for inpatient psychiatric 
hospital inpatients: 15,453. But the end-of-the year 
inpatient census was actually higher: 18,276. The admission 
rate is similar to the private hospitals at 24 per 100, 000. 
While there were only 184 private psychiatric hospitals 
(for all ages) in the US in 1980, there were 368 RTCs. These 
figures represent an increase in admissions to RTCs since the 
1970s, although not as dramatic as thr^ in the private 
psychiatric hospital sector. In 1980 there were 15,453 




ERIC 



140 



admissions to RTCs (Zenoff and Zients, 1983; 192); 29% more 
than in 1971. 

Despite their similarities with private psychiatric 

facilities, the RTCs are considerably different with respect 

to cost. While a private psychiatric hospitals fees may 

exceed a thousand dollars a day, the average expenditures per 

resident per day in 1979 for these hospitals was $153, 

according to NINH (Redick and Witkin, 1983), RTCs, on the 

other hand had a daily per patient expenditure of $69, 

Despite their private ownership, most of the referrals to 

RTCs come from the public sector, through social welfare 

agencies responding to complaints from the child's school, 

placement or home (Buckholdt and Gubrium, 1979). Like many 

other private-sector institutions dependent upon public 

funds, private RTCs face problems when thb stotes cut their 

budgets, Buckholdt and Gubrium (1979), in a case study of one 

RTC, describe the typical agency response: 

The county's freeze on referrals unofficially 
entered the staff's admission and discharge 
considerations. During the freeze, staff informally 
spoke of intake interviews as one member stated, 
"You know you're going to admit him anyhow. We just 
can't afford not to, "Likewise, staff members were 
were reluctant to discuss any discharges, and were 
distressed about the numbers of discharges they had 
recommended to the county before the freeze (p. 28) 

When market principles enter into the provision of services, 

entrepreneursh 1 p in their provision, referral and discharge 

activities tend to replace need as an operating criterion 

(Warren, 1981), 





141 



Since chemical dependency units are a relatively new 
Phenomenon, data are limited to the local level rather than 
national statistics. In tneir survey of this aspect of the 
hidden system in Hinneapotis. Schwartz and Krisberg (1982) 



found that 



iniJ! -f. ! "f' ^" estimated 3000 to 4000 juv- 
^^piJL^?"""'" ^° inpatient chemical dependency 
fu!e„n» P'°9r<^ms Although it is unknown how many 

sSbstantLiiu ^ assumed that the numbers were 
denlnHPn^^^ ^ because there were few chemical 

dependency centers at that time. 

Once psychiatric care is privatized and profitized, the 

needs aspect of child welfare (or ad.lt) becomes subordinated 

to the profit potential of care systems. What this means is 

that providers may withdraw from one aspect of the hidden 

system if another seems more profitable, or perhaps withdraw 

from the care and control of juveniles altogether. It seems 

plausible that one factor in the increase of CDUs. should 

this become a national phenomenon (and anecdotal data 

indicate that it may), is the lesser cost and thus greater 

profitability of running such facilities over psychiatric 

hospitals. And although insurance coverage will often pay for 

treatment, there is no need for the elaborate ritual of 

continued OSM diagnosis to justify incarceration. The 

expansion of such new forms of privatized social control as 

eating disorder clinics for both adults and j'uveniles could 

augur the transfer of capital away from troubled children to 
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obese women and bulimic college students. Unlike the public 
sector, the private secto** need not provide. 

EVALUATION OF THE HIDDEN SYSTEH 

What are social policymakers to make of the development 
of this privatized, mental -heal th oriented system of 
institutional control? Clearly, one problem is that this 
system has simply arisen in response to a perceived market, 
rather than being an object of policy discussion, analysis 
and evaluation (Brown, 1985). As both the critiques (Scull, 
1977) and positive assessments (Savas, 1982) indicate, there 
has been no evaluation of the new private social control 
system for adults and the elderly, let alone for juveniles. 
Both those who are in favor of such a system of social 
control as we have described, and those who oppose it would 
surely agree on he need for it to be made the subject of 
deliberate planning and evaluation. 

A second aspect of the question revolves around 
whether inpatient psychiatric hospital treatment for 
juveniles, when it is not commonsens i ca 1 ly voluntary, has 
more of the character of a welfare benefit, or of warehousing 
and control. Over the past two decades a social science 
literature has developed which is highly critical of 
"asylums" even for adults (Scheff, 1966; Goffman 1961). This 
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criticism has been extended to juveniles by Szasz (1982), who 
regards the essentially involuntary placement of juveniles in 
psychiatric institutions as a form of involuntary servitude. 
The opposite position is taken by many practitioners in the 
field of child mental health, who regard their treatment 
Interventions as beneficial for troubled juveniles (e.g. 
Kovar, 1979). 

Some practitioners, and also some representatives of 
insurance interests, have proposed that outpatient treatment 
of juveniles and their families would be preferable to 
hospitalization of the child as a form of treatment (Knitzer, 
1982). This proposal is even more cogent given the fact that 
in many of the families whose child is hospit-il ized it is the 
family itself, rather than just the one membfr, who is 
emotionally troubled. The child in a sense becomes the 
family scapegoat by being singled out for hospitalization 
(Guttridge and Warren, 1984; Warren, 1983). 

However, the outpatient solution presupposes that the 
inpatient option would be utilized less, as well as the 
outpatient option utilized more, were both made equally 
available. One problem with this assumption is that 
P'-oposing outpatient treatment as a solution ignore^ the 
"moratorium** effect of mental ho'>pital ization , by which the 
family system, or parents, are relieved for a short time of 
the stress caused by adolescent misbehavior (see Sampson et 
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al. 1964, Warren, 1985). The demand for inpatient psychiatric 
hospitalization for adolescents may be as much a demand for 
the inpatient episode as it is for the treatment factor. 

Research on deinstitutionalization shows that attempts 
to provide outpatient treatment options, such as C GfiiiiiUn 1 t y 
Mental Health services, typically result in "net widening" 
rather than in a reduction of the inpatient population 
(Brown, 1985). Net widening occurs when a new outpatient 
system treats not the previously institutionalized 
population, but a new population previously unserved by 
psychiatric facilities. Net widening seems to us to be a 
more likely response to the more ready provision of insurance 
payment for outpatient juvenile mental health services thar 
any real reduction in inpatient populations. 

This solution also ignores the demand from the state for 
child mental health placement, particularly in RTCs. 
Parental admission is not the only way in which a child niay 
be placed voluntarily in an inpatient setting; children who 
are wards of the state may be so placed by their legal 
guardians. There is some evidence, in fact, that the 
majority of all inpatient psychiatric placements of juveniles 
are made by state agencies (Zenoff and Zients, 1983). Where 
hospitalization is a result of state action, the inpatient 
mental health system tends to function as a placement 
alternative in an era of declining public welfare options 
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(Guttridge, 1981, Warren and Guttridge 1984), or as a safety 
valve for troubled or troublesome inmates of other control 
Institutions, such as Juvenile halls or group homes (Warren» 
1983). Taube and Meyer of NIHH for example, cite evidence 
that among the under 20 age group in Texas State Hospitals in 
1974, only 37X were judged to need this level of care (Taube 
and Heyer, 1975)^ Outpatient treatment provisions do not 
address the practical needs revealed by these utilizaton 
pattern s . 

Outpatient treatment is in fact available to adolescents 

and their families through numerous public and private 

clinics and facilities, although not in a geographically 

uniform distribution. In a summary of trends in psychiatric 

care between 1940 and the present, Thompson, Bass and Witkin 

(1982) state of public sector services in the 1980s that 

Children are being served to a significant (on an 
outpatient basis) in contrast to the relatively tow 
utilization by children of hospital- based care... 
The higher utilization Is partly due to the inclus- 
ion of many former child guidance clinics if the 
outpatient clinic groups (p. 714). 

It appears to us that opening up the outpatient s.stem, 
or monies available for it, would not necessarily satisfy 
the demand for inpatient care, and that a closinq-off of the 
inpatient option would be more directly effective. That 
Is, should socisty decide that inpatient psychiatric treatment 
is not the way to he.p troubled juveniles or their families. 
These arguments can be extended from private psychiatric 




146 



hospitals to RTCs, COUs, and other, as yet undocumented 
sectors of the hidden system. One question we as a society 
can ask ourselves is: should inpatient or residential 
mental health or drug treatment be a preferred mode of 
treating troubled adolescents? No matter what answer is 
given to this question, another question remains to be asked: 
do we want the care and control of juveniles to be in 
private, in prof i tmaki ng , and in corporate hands? 

As we indicated above, one problem of mixing care and 
ccntrol -.itli the prorit motive is that profit-sources, not 
need, becomes the criterion by which different programs are 
developed, maintained, and eliminated. It would be quite 
possible to promote a social program of private mental health 
facilities only to find that the corporation eliminates them 
in a few years in favor of something more profitable, such as 
eating disorder clinics. 

A basic contradiction emerges from mixing care and control 
with the profit motive is that the profit interest, not the care 
and control, becomes the bottom line for judging performance. 
There has already been considerable documentation of the ways 
in which private adult social control institutions, from 
nursing homes to board and care homes, cut cost corner<i ^n 
order to maximize profits (Brown, 1985; Warren, 1981). The 
corners cut include crucial elements of both care and 
control: staffing ratios, nutritious and varied food, and 
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medical care. 

Finally, both public and private juvenile psychiatric 
hospital izaton--but especially pr i va te-- i nvol ve special legal 
problems. During the past decade or so, the juvenile court 
system has become more attentive to juveniles' legal rights. 
The nineteenth century image of the benign, paternalistic 
juvenile justice system operating in the best interest of 
youth has gradually been replaced by a more rPAi-tcf i^^jage 
of the state and the child in legal opposition. Transferring 
misbehaving children to the hidden system deprives this new 
model of much of its power. 

The legal rights of minors are much less protected in the 
mental health system than in the juvenile justice system, and 
are less protected in the private mental health system than in 
the public (Dillon et. al., 1992). Until recently, in fact, 
legal scholarship took very little notice of either the 
involuntary or voluntary commitment of tho^e under 18 to 
psychiatric hospitals, despite the great interest in the ^ 
involuntary commitment of adults (Warren and Guttridge, 
1984). We are not aware of any significant legal interest, as 
yet, in such types of institution as the RTC or CDU. 

Like the laws governing adult psychiatric 
hospitalization, the admis'^ion of those under 18 to mental 
hospitals involves both state legislation and case 
precedents. Although there has been some interest recently 
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among legal scholars in child commitment, it has lagged far 
behind the interest 1,1 adult commitment, which began in the 
early 1970s. Several critical analyses of the under-18s in 
recent law journals, however, have prompted a reexamination 
of the issue (Guttridge and Warren, 1984; Zenoff and Zlents, 
1983). 

Since the mid-1970s, there have been various legal 

challenges to the voluntary admission procedures for 

juveniles. Zenoff and Zients (1983) note that 

Although unsuccessful in the courts, the attack on 
parental admission of minors enjoyed considerable 
legislative success.... detailed analysis of present 
laws reveals that twenty one jurisdictions sharply 
curtailed non-judicial hospitalization [between 
1974 and 1982j. 

Most of the case legislation has been at the state level. 

(For a summary, see Zenoff and Zients, 1983). The most 

significant Federal case, Parham vs. J.R., expressed "the 

Supreme Court's determination that the due process clause 

does not require that minors enjoy the same procedural 

protections as adults before being placed in a mental health 

facility" (Zenoff and Zients, 1983; 173). 

Those state level case precedents which extended some 

protections to juveniles placed in psychiatric hospitals have 

generally beer ^id to apply only to institutions which have 

some significant state interest. Significant state terest 

may be variously interpreted, including the receipt of state 
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money, or utilization by public welfare agencies as a 
contractual placement source. However, is generally held 
to exclude institutions which do not take public funds. The 
Roger S decision in California, for example, which referred 
to the need for due process in an involuntary commitment case 
under LPS, was held by the attorney general not to apply to 
privately funded treatment at private facilities (Dillon et. 
a). , 1982 ;p 466-467 ). 

In summary, some progress has been made in extending 
legal rights to voluntarily and involuntarily committed 
children over the past decade. However, there ars still 
differences, both between juveniles and adults in the mental 
health system, and between juveniles in the justice and in 
the mental health system. As a recent Children's Defense 
Fund report comments: 

only six states routinely mandate child specific 
reviews once children are in hospitals. Only 17 
provide children and adolescents the right or accss 
to counsel in voluntary admission oroceedinqs. 
(Knitzer. 1982). ^ ^ 

And the comparison can be extended: whatever legal 

protections have been developed on behalf of minors in 

psychiatric hospitals have not yet been applied to those in 

RTCs or COUs. 

One irony of the hidden system is that child advocates 
still complain of the lack of adequate mental health services 
for children in need. Knitzer (1982) notes that 
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Of the three million seriously disturbed children 
in this country, two thirds are not getting the 
services they need. Countless get inappropriate 

care The most readily available "help" for these 

children remains the most restrictive and costly- 
inpatient psychiatric care. Studies suggest that at 
least 40 percent of the hospital placements of 
children are inappropriate. Either the children 
should never have been admitted to the institutions 
or they have remained there too long... .Of the 44 
states responding to our survey, 18 were working to 
increase residential care. In contrast, states had 
almost no capacity to provide non-residential serv- 
ices, like day treatment, and wpro nnf v;crkir.y to 
create tnese services (p. xi). 

Others interested m child welfare challenge the charge of 

inappropr iatenes s in existing residential placements, and 

assert that they are helpful to troubled children (Kovar, 

1979; Zenoff and Zients, 1983). 

We would take the position that in a system divided into 

two--a costly, privatized system and a lower cost (but still 

expensive) public system of residential mental health 

care--is not the best way to serve the needs of minors. In a 

California study we found that at the same time as 

behaviorally deviant middle class youngsters were being 

placed by their parents in private facilities, seriously 

psychotic or sch i ozphren i c youngsters could not be admitted 

to the public wards because they were full (Guttridge and 

Warren, 1984). Again, a system to provide tor care whose 

bottomline is profits and markets is bound to be inadequate 

in fulfilling the needs of the population served. While some 

children are tn "inappropriate" placements, others are denied 
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access to appropriate ones. 

We would argue, then, that the private aspect of the 
hidden system is not in the best interests of children and 
their mental health care. The appoal of a mental health 
system for the Cdre and control of troubled or troublesome 
children deoePd«i nnnn tho -i^.i-ste^z-e tr.d vi^bilit^; of 
alternative institutions within the society. It seems to us 
that it is not necessary to treat the problems of children 
from within the medical model, and in hospUals, with the 
attendant problems of institutional ism and stigma. Yet at 
the same time, many of the other places these children might 
be in--group homes, juvenile halls, foster homes, or ev$n In 
some cases their own homes"-are worse. One of the saddest 
features of the hidden system, co us. Is that in so many 
instances there are no more humane alternatives. 
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pRtPAREIi StATLMENT OF BiLL JOHNSON, MaNAOER. LaV ADVOCATES NETWORK OF THE 

Mental Health Association of Minnf^ota 
My name is Bill Johnson and I am presently the Project Manager 
for the Lay Advocates Network of the Mental Health Association of 
Minnesota. The Mental Health Association of Minnesota is a voluntary 
citizen's organization which has received a grant from the McKnight 
Foundation of Minneapolis to provide advocacy services for mentally 
ill and chemically dependent individuals throughout Minnesota. 

Prior to taking my present position I was a Social Work Specialist 
at Fergus Falls 0 State Hospital where I did, for 14 years, act as 
the Patient Advocate and was, therefore, involved in some 18,000 cases, 
a Significant number of which were ,iuveniles. My experience also includes 
many years as a police officer and I feel, therefore, that I bring an 
un'jsual perspective to the area of children and their rights. I was for 
many years a member of the Minnesota DepartTient of Public Welfare Humane 
Practices Coirmittee wftich studied the impact of institutions on people 
and I am presently a member (and former Board Member) of the National 
Association of Rights Protection and Advocacy. 

It IS my conviction that there is a desperate need for a system 
of checks and balances to be put in place to protect the legal rights and 
human dignity of the children coming to the attention of the so-called 
"helping" professions. It does seem to me that our society has turned 
to "experts" to solve an apparent increasing number of " problems -in- 
living" among our youth This has been accompl i^-hed, in no small part, 
by the aggressive public relations efforts of rrental health professionals 
who have lead a gullible public to believe tSat they (the professionals) 
do, indeed, have the answers to all of these problems or, at least, they 
are more than willing (for a price, of course) to seek solutions. 
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Unfortunately, this public relations effort has been accompanied by 
exaggerated success claims, inflated statistics, and is usually totally 
lacking in any empirical data to support these claims. 

There is no doubt that there are many, many children who are 
having difficulty adjusting to an increasingly complex society. As 
a parent and grandparent, there is also no doubt in my mind that 
families are genuinely concerned about the welfare of their children 
and are seeking help. But, alas, they are sadly lacking in information 
about program effectiveness. Unfortunately, parents and concerned 
others often find themselves in a crisis situation and in no position, 
therefore, to carefully consider all possible options including the 
obtaining of a second opinion. In such situations it is not surprising 
that people are lead down the proverbial primrose lane by the treatment 
industry and/or its individual practitioners. It must also be said 
that the mental health delivery system in our country is, by and large, 
made up of kind, compassionate, caring, and competent professionals. 
Unfortunately, the emphasis continues to be on in-house treatment and 
the nearly cut-throat competition to fill empty beds simply does not 
work to the benefit of all too many children. As an example of this 
competition, two hospitals ;n the Twin Cities have converted to the 
exclusive treatment of youth and another one has opened a treatment 
unit after anticipated medical admissions failed to materialize. It 
should also be mentioned that the original addiction problem has now 
been expanded to "dependency". "co-Hependency" which has the effect of 
making nearly ANYBODY a proper subject for intervention. 
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My experience would lead a reasonable person to believe that 
society, in its attempt to help/control adolescents, is presently 
using the therapeutic system cs a substitute for the juvenile justice 
system. Indeed, here in Minnesota we have experienced a 555; increase 
in the admission of children to mental health-chemical dependency 
treatment systems in one year and somewhere in the neighborhood of 
3,400 children were placed in treatment for in excess of 83.000 
treatment days! Blue Cross/Blue Shield found that 201 of these ad- 
missions did not even meet their admission criteria and I am personally 
convinced, albei t wi thout firm evidence, that children who heretofor 
have been simply behavior problems now receive diagnostic labels and 
are, therefore, proper subjects for psychiatric and chemical dependency 
treatment exploitation Indeed. I have had more than one probation 
officer admit to me that they now put children away for simply possessing 
a joint or being caught in possession of beer when, in fact, the real 
problem was that they were behavior problems in school or at home. 
Since it is easy to simply place children in treatment by parental edict, 
this is much quicker and cheaper than going through the criminal justice 
system where juveniles have the right to due process, including legal 
representation. It is also a well-known fact here in Minnesota that we 
literally have a "pipeline" from other states who send their children 
to a couple of our treatment facilities when they do not. in fact, 
meet the standards for commitment in their own state. 

While due process protections seem to be increasing for children 
(alas, at a very slow rate) I do believe that ultimately reasonable 
people will come up with due process protections which will guarantee 
that Children will be treated reasonably, fairly and justly. I do 
remain, however, most concerned about what happens to kids once they 
get in treatment because, in point of fact, there is little, if any. 
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system of review. No checks and balances are in place which monitor 

treatment facilities and, of course, there are few, if any, advocates 

available to children nor are there grievance mechanisms in place so 

the children can protest their predicament. 

Children remain one of our most, if not our most, powerless 

groups in society as everything is done in their "best interest." 

This being the ca^e, almost anything can, and does, pass for treatment. 

It is my considered opinion that most of this treatment amounts to no 
more than intimidation and coercion and kids simply get pushed around 
under the guise of treatment. Most treatment is, in my view, nothing 
more than behavior modification using adversive techniques. All too 
much treatment can, in fact, easily resemble a Marine Corp Boot Camp 
except, of course, that a boot camp is of much shorter duration. Se- 
clusion and even restraint is used (and abused) arbitrarily and capri- 
ciously and I have no doubt in my mind that these methods, along with 
chemical restraint, can only play a large role in dehumanizing our 
children. I would imagine that the purchasers of in-house psychiatric/ 
chemical dependency services expect a dynamic, active program. However, 
I submit that this is all too often not the case. Instead, programmed 
boredom, locked doors, benign neglect, unreasonable rules, contest of 
wills between kids and staff, and depersonalization are the basis of 
programing. Behavior, which if displayed outside of the treatment 
setting would be viewed as natural and expected, is perceived negatively 
and so charted. Horseplay of most any kind is considered as a symptom 
of mental illness (inappropriate behavior) and chemical dependency 
("using behavior"). Is it any wonder that treatment efforts can, in 



ERIC 



O .)-596 0 - 85 -6 




158 



fact, be hazzardous to one's mental health??? And kids can easily 
become nothing more than cloned treatment "Junkies". 

Concerned parents and a concerned society must, of course, dea! 
with problem children. But I have the most serious reservations that 
taking kids away from the family, locking them up for long periods of 
time, and attempting to mold their character will, in the long run, be 
beneficial to either them or to society. 

There are, no doubt, a certain number of children who will have 
to be put into in-house treatment for their own and societies" own 
good. When this occurs I would suggest that l)in-house treatment be 
the very last resort, 2)it be in the least restrictive alternative 
possible, 3)for the shortest period of time, 4)utilizing proven 
treatment modal 1 ties, 5)with safeguards against the overuse of se- 
clusion restraints, 6)with grievance mechanisms in place, 7)and with 
advocacy services a^'ailable. Children should have clearly defined 
rights and, therefore, not be at the whim, caprice, and speculation 
of Che treaters. They should be made aware of these rights and there 
should be unobstructed access to an advocate to represent them. Only 
in this way can there be a balance maintained between the powerless 
child and the awesome power of the parent/therapeutic system. 

I would, therefore, urge the Select ''ommittee on Children, Youth 
and Family to seriously support the cstablisnment of meaningful 
Protection and Advocacy functions within both the Federal and State 
levels to provide ironitoring and education leadership in assuring 
that our children shall always be guaranteed that their rights will 
be protected and their human dignity enhanced in our treatment efforts. 
As It IS, all too many of our children who would, if given time, 
grow out of their problems naturally find themselves labeled, stigma- 
tized, and dehumanized. 

Thank you very much. 
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440 First street, N.W. Suite 520, Washington, D.C. 20001 
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POSITION PAPER ON THIRD- PARTY COVERAGE FOR THE 
PSYCHIATRIC TREATMENT OF CHILDREN 



The National Association of Psychiatric Txeatir.ent Centers for Children 
(NAPTCC) IS an alliance of non-hospital psychiatric treatment centers 
for children, adolescents and young adults which has been organized 
for the following purposes: 

1. To promote excellence in the care, delivery, accountability and 
cost-effectiveness of psychiatric services to Axner ca's youth 
whose treatment needs can best be served in inpatient settings. 

2. To advance and encou,^age standards in psychiatric treatment 
centers that will footer more favorable attitudes on the part of 
publjLC policy makers, business and community leaders, unions and 
insurance companies toward funding of psychiatric treatment for 
children and youth in non-hospital settings. 

3. To support standflM*. advccSw/, Owu^,ai.j.ynal programs, marketing 
and. research designed to ensure the efficiency, effectiveness and 
accountability to children and families, to the public and to 
funders of care provided in psychiatric treatment centers. 

The National Association of Psychiatric Treatment Centers for Children 
defines a psychiatric treatment center as follows: 

A facility or distinct unit of a facility organized and 
professionally staffed, providing general and specialized 
treatment programs for children, adolescents and young adults 
whose primary treatment problems consist of diagnosAble 
nervous and mental disorders, who have sufficient intellectual 
potential to respond to active psychological treatment, for 
whom there is a reasonable expectation that their level of 
functioning will be improved through treatment and for whom 
out-patient or hobpital treatment is not appropriate and a 
protective environment is medically and psychologically 
necesAar'. . 

PsyciMa^^ic reatment centers provide a total, therapeutically 
plannec^ cjz'iup living and learning situation where distinct and 
discreuj individualized psychotherapeutic approaches are 
planned, proposed and carried out by an integrated multi- 
discipline team of mental health professionals which includes 
appropriate medical/psychiatric p'^esence. Psychiatric 
treatment centers are licensed in the states in which they 
operate and must be accredited by the Joint Commission on 
Accreditation of Hospitals. 
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The Nctional Association of Psychiatric Treatment Centers for Children 
adheres to the following basic propositions: 

1. Early life experiences have a lasting effect on maturation, behavior, 
adjustment and overall mental health with the result that public 
policy should support the successful treatment and resolution of 
problems in childhood so as to avoid lifelong arrest or inhibition 

of capacities and to enhance the likelihood of becoming longstanding, 
contributing and productive members of soci{»ty. Ensuring conditions 
that provide needed treatment to children when they are young is 
preventive in nature and reduces the likelihood of serious, 
deb:litating and costly psychopathology, societal dependency and 
reduced productivity at an older age. 

2. Children, particularly those who are impaired dua to nervous and 
mental disorders, are essentially powerless to influence public policy 
and have no influence in a free-market enterprise with respect to 
such things as informed consumer choice. It, therefore, becomes 
essential that knowledgeable and genuinely concerned adults advocate 
for and look after the interests of children whose needs might 
otherwise t)e neglected. 

3. The psychiatric treatment of children should be based on 
scientifically valid criteria and should address bona fide 
psychiatric illness and not merely problemn of daily living, 
developmental issues or transitory behavior problems. It must be 
active, well-planned and thoroughly documented in an appropriate 
medical record. Whenever possible, tieatment should include 
family members, especially parents, and should support the 
integrity of the family unit and of parental rights and authority. 

4. Society has an obligation to provide every person with an adequate 
level of health care and equitable access to health care, 
including psychiatric t^reatment. Measures kthat negatively affect 
services and exacerbate existing inequities in access to health 
care, especially for children, are morally wrong. 

5. Most psychiatric treatment for children can be effectively carried 
out in non-hospital settings. Psychiatric treatment costs are 
generally unreasonable, and business, labor, government and 
insurance companies all contribute to this unreasonableness by 
providing incentives for expansion of inefficient and uneconomic 
types of Si.'rvices and establishing policies which do not provide 
inducements for consumers to utilize less costly, more effective 
alternatives. Coverage for psychiatric treatment centers provides 
one '^.leans by which the current trend toward out-of -control health 
care costs can be reduced. 

6. It is a maxim in free-market health care economics that, if 
coverage is inadequate, inappropriate use will bo made of whatever 
other coverage exists. Mental illness will always exist and 
require treatment. When coverage is inadequate, inappropriate or 
absent, treatment will take place in grossly inappropriate and 
cost ineffective settings. Inadequate coverage is ultimately 
more costly to society because conditions not properly or 
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adequately treated eventually require longer and more costly care 
and account for great losses in human productivity. 

7. It IS clinically unsound and unethical to treat a patient m a 
setting based primarily on insurance coverage as opposed to the 
treatment needs of the patient. High cost treatment neither 
ensures quality or positive treatment outcomes and results in 
limited funds being unnecessarily expended on fewer numbers of 
needy patients. 

8. Psychiatric units of general hospitals which provide acute caro to 
young people aro often oriented to serving adults and are not 
usually professionally staffec: or programmatically equipped to 
deal with the special treatment needs of young people. in 
contrast, psychiatric treatment centers are exclusively and 
specifically oriented to the treatment of children and/or 
adolescents and provide a level and type of care that is suited to 
their needs. 

9. Psychiatric treatment centers are a well-established and essential 
element m a continuum of services for emotionally in children 
and youth and should be recognized as such by public policy 
makers, insurance companies and other third-party payors. 

A nine-year collaboration between the American Psychiatric 
Association and the Office of the Civilian Health and Medical 
Program of the Uniformed Services to ensure quality treatment in 
psychiatric treatment centers has demonstrated unequivocally that 
the care provided is necessary and of high quality. 

Psychiatric treatment centers subscribe to such practices as peer 
review, utilization review and patient care monitoring which 
carefully screen and treatment patterns m individual treatment 
centers to ensure that quality of care is appropriate and includes 
adequate medical presence. 

10. Legislation mandating mental health benefits, including coverage 
for psychiatric treatment centers, is an important legislative 
step. Treatment for mental and emotional disorders x^i a 
necessity. inadequate or untimely treatment results m tremendous 
costs to the well-being of the individual, stability of the family 
and productivity m the work place. 

Because of the stigma and unrealistic feelings of imjnunity from 
mental and emotional problems, the public tends to minimize the 
necessity of adequa'..ely insuring itself for mental health 
treatment . 

In an era wher:; deficits m the government budget and in corporate 
budgets are driving health care policy and where the most 
important theme in the health care industry is that efficiency 
will be rewarded, psychiatric treatment centers for children and 
adolescents must be seen as part of the solution to health care 
cost escalation. 
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HomebMildefs: 

The Maine Experience 

b> Edvttrd C. HincLlo 

The dexlopmeni of home-ba\ed \er>ice) fnr Mairc children anj adii 
lnc(ni> tnd ihcir fimihcj began m 1980 SI, \purr(d b\ a number of 
fi((or\ obi<r\r(ii b> lh( s!t(( ^^^n^'^t r(tp<in\ibl( for children's )(r\« 
icc$ ' One major facjor wjv an 



increasing demand for out of 
home, suh^iuulc care place 
menu, coupled Miih dek,rea\ing 
saiisfakiion refardinf ihe out 
come of such plasemtnls if a ' re 
turn to familv" was ihc expressed 
goal of the child s individual 
ptan 




The ^.onsianih mk,reasing \Osis 
of xuvh p!jk,emenis a reduk,ii<>n 
in rev^'ur^es for the Jexctopmcfii 
of new xubsiiiute k,are fjv»'(iies 
and htiw 4i<n\\ \j\eJojds a. so 
diamati/ed (he need for verMvev 
Added to this »js ihe imp'einen 
laiion in 197S of Maine's 'Ju\e 
niJe Co*3< ' de\rimmali;m); ihe 
^0 k,allcd MatuN offcnxex wuh 
out proMdinf ne» reuvuri.e\ lor 
children who louU noi i.<)nM>i 
enl3> I \e ^Mih iheir naiurji 
families 

VV hi!e ihese issues were bemjj 
identified other fa^torv k,v>nirih 
uied 10 ihe k,rejiion of some inn«x 
*aine programs The bjfanxe of 
a 2 >ear gram 'rom the federoil 
Law Pnfork,emcni Adnitnt^iia 
tion, for planning alt<rrnjtive 
sersKes required as ihe result of 
Ihe Juv enile Code be^jme avail 
able 10 the Inieidepartmcnial 
Commiuee for a m\>del pro^tram 
Children's sersues represent 
lives in Ihe slates kOmmuniis 
menial health centers contmued 
10 ilresj how mu\h more cffc\ 
use theif therapies and »*vnianve 
could be if delivered outvtJe the 
clinikal setting * and, finall>, the 
OffiveofChtldren'sSersues Dc 
oartment of Mental Heatih arid 
Menial Retardation received » 
number of ariixle' describing the 
"Homebuilder* program desel 
oped b> Cafholn. Children's 
Sersices of Ta\oma, W ashington 
(now operated b> the Behavioral 
Scten^es Insiiiute In? ) ' 

Ihe firvt Mjtfu aJaptjiiivi of 
the Moms t utIJer prcjiram' 
wav laun>hed wiihm the ^hil 



dren s division of the Baih 
BisjnvvMvk Menial Health ( tn'tr 
m Julv ihe <>e>onJ emerged 
a few nuMiths later as an ji\uvii> 
of Famii'fv L ntied of Wj^hnit, 
'on (oanK a vouih vervue 
aven^v m NJavhijs Initullv bvih 
ot ihese vxere funJcJ j^vmMv bv 
t*)e Otfue of Ch)!dren v Sefvuev 
and Maine s Juxent'e Juvi^e \d 
uvofk. Croup The third Hi»me 
builder tvpe prv>vfam at Si 
^IKhael «. f jmils Cemef in 
Bangor a tormer gioup htvme 
vv j«. }Oinilv funded bv the P<.pari 
msfit ot Memai Mxjhh and ^ten 
lal Retardation and the Dcpjri 
ment of Human S<rv^^.^ m ihe 
fall sif |9St The fourth Pfo; 
evtv Int. m Camden jno her 
xouth xerxue agenvs projffjm 
»^x funded bx the Offue of Chil 
dren s Serxixes ir> August 19^2 
The following month, the laiesi 
program Mas added to a Portland 
substance abuve treatment k,en 
ter s outpatient fa'"ilitv (Das 
One) using funds from Mjiine s 
sicoho! Premium I aw '* 
The sjjif s pc^i'iv; esper-e^.es 
»iih these programs hase fueled 
a demand for the espansion of 
exivNng programs and the uea 
tion of new ones »huh has far 
exxeeded the staie'x Lapa».itx to 
rexpond 

Characlerislics 

Based on the knowledge gamed 
from the fixe state "chartei 
pfoj^rainx and frs>m the parrivtpa 
tlx n of the four deparimenis "hat 
comprise the Inierdepartmenial 
Commutee, the curreni Maire 
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model Tor homcblJ*d mviccj 
haj developed the follomnt 
chtracterisiics, whis.h ire con- 
Mdered nsential for succnsful 
prof ram operation 

* Services are iimed ai Tamilm 
where a child is at risk or removal 
from ihe home, either because or 
ihe child's behavior (as in the 
case ora pot enual juvenile justue 
reTerra! io court) or because or 
Ihe parents' needs or behavior (is 
in Ihe cise of an "open" protcc 
nvp case) The primar) |oal is lo 
enable the child lo remain ai 
hoTic Tor ai least on? >ear ToIIoa 
mf rhe termination orservices 

• The secondar) joal of l^"** 
services— which can be dcscribA 
as Tamil) intervention, support 
and counselinf — IS to enable rhe 
child ind Tamil) to link with ip 
propriate communit) su^'Ort 
agencies or individuals durir^ihe 
intervention and lo continue 
these Iinktfes on their own aTier 
the intervention ends In ihis 
wav, the programs pcrTorm a 
"case Tindini" role b> connot- 
ing ph)Sical]) or sociall> isolated 
Tamilies with community 
services 

•Services are homebased At 
least 95 percent oTihe direct con 
tact between counselors and 
Tamil) members will occur m the 
Timil)"s home, 11 limes (mclud 
in| evenings and weekends) most 
suitable to the Tamily's schedules 
and preTerences In a state as 
large and rural as Maine, ihis 
necessnaies a stgntncani travel 
budget, but there is no question 
that meeting in the Tamily's home 
eiihances ihe success oTinterven 
tion 

* Services are Tamity oriented 
The program strives to involve as. 
man) members oT th' Tamil) and 
extended Tamil) as possible in ill 

Ednmrd C. Hlncklf} « dire:for 
Of Ihe OJPct 0/ Children's Serv. 
Ices. Deptrimeni 0/ Menial 
Health and Menial itetardatlon, 
Augusta. Maine. 



direct contact sessions, and the 
involvement oT ai least one adult 
caretaker is required While the 
child IS always the reTerred client, 
enure Tamily needs are con- 
sidered in developing the case 
pUn and revultin( "contract" 
and in designing activities during 
the intervention One obvious 
beneTit oT this approach is that 
parents learn how to generahre 
new methods oT parenting Trom 
one child's situation to that oT 
another sibling 

• Services ire time-limited ind 
0! short duration While i2 
weeks IS the maiimum period oT 
iniervention several programs 
have a 9 week maximum This 
period IS Tned in advance ind is 
the same Tor all Tamilies (except 
in Ihe case of unplanned icrmina 
lions or extremel) rare exten- 
sions), the time limn is one oT the 
Tirsi ihirgs discussed with (he 
Tamil) upon opening a case Al- 
though clearl) 11 is not possible to 
"cure" multi generational prob 
lems in a 9 ro 12 week interven 
tion. the d)namics oT short-term, 
time-limited counseling appear to 
be appropnate m accomplishing 
the program's primary goals 

•Services are team delivered 
Because oT siaTT vacaricies or a 
shortage oT resources, attempts 
tooTTer Tamil) oriented, in home 
services «ith individual coun 
selors have been unsatisTactory 
A team oT two counselor^ can 
ofTer a wider variet) oT services 
10 members oT a Tamtly and Ihe 
mutual support and interactions 
that they develop make them 
more than twice «s valuable as 
two individual counselors work- 
ing alone (It should be noted 
lh.t "(wo team" programs 
—those witha total oT Tour coun 
selors— are more cost effective 
and workable arvd have greater 
longevity, the state no longer in- 
tends 10 approve "(ingle team" 
programs ) 

• Services are problem re- 
lated Some event has to precip 



iiate the reTerral. Even m chron- 
icall) malTunctioning Tamilies. 
some action oT a child or Tamlv 
mobilizes neighbors, communit). 
or a state agency to initiate a re 
ferral This event is the initial 
"problem" that counselors seek 
to address, but the) and Tamil) 
members ma) quickl) idenriT) 
underl)ing, relaied or peripheral 
areas oT need that have to be met 
Tirst In this sense, our home 
based services are "crisis 
Oriented." though rhe) ire not 
expected to respond to initial re 
Terrals on a round-the-clock 
basis Once a case has been ac 
cepied. however, most programs 
provide in some fashion Tor 24 
hour response to calls Trom mem 
bers oT that Tamil), ilihough the 
response mav onl) be a telephone 
conversatior) 

• Finall), and perhaps most 
important, programs operate 
under the guidance oT a regional, 
multi agenc), interdisciplinar) 
steering committee Even beTore 
signiTicant jomt Tunding of 
homebased programs became the 
role in Maine, it was Tound that 
mandating creation oT such a 
committee— consisting oT repre- 
sentatives oT child serving 
agencies within the area served b) 
the project and appropriate area 
representatives oT the educa 
tional, human service, mental 
health and correctional "estab 
lishments"— was essenliil to eT- 
Tecuve prot^am of»f»t!icn Ejfh 
program's steering committee 
participates m such activities as 
the development oT program 
potuies. identification oT reTerral 
procedures and priorities, lecruit* 
ment and selection oT personnel 
and public inTormation ind edu 
cation The committee IS especial- 
ly effective in coordinating fund 
ing requests, handling such issues 
as staTT training ind stress relieT 
ind responding during times oT 
progrim ovcrloid In oraclice. 
almost all reTerring agencies are 
represented on a pro|ram*s steer- 
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mg commitiw. which helps cn 
sure ippfopriatc rcrcrrjis. and 
(he chjirmin is usuilly a rcpre 
scntitivc or ihc afcncy m which 
the pfOfram ishouscd 

This, [hen. IS the current 
"Maine model" of homebased 
services As indicated, (he sue 
cessfut economical accomplish 
ment of profram toats (thai is, 
maintainint children in their 
families and dfvelopir.f linkafes 
Tor those families' continued sup- 
port) has sparked increased de- 
mand by service providers 
—primarily mental health centers 
and child and family s<rvive 
agencies— for sinilar proframs 
and an increased effort by state 
afenv'ies to ob'ain additional pro 
gram funding 

Durinf the most recent staie 
lefislative session, three state de 
partmenrs— Mental Health and 
Menial Retardation, Corrections 
and Human Services— eat. h ob- 
tained a supplemental appropri 
ation for homebased services, 
and plans are being made to 
jointly develop and fund three 
new programs durinf the t4 15 
fiscal year 

Another siinificant develop 
ment is the foundation fi>ndin| 
received by one of Maine's oldest 
residential treatment centers. 
S^eeiser-Children's Home in 
Saco. for an in home "Family 
Preservation" proiram Work- 
ing in conjunction with founda- 
tion and state department repre- 
sentatives, this profcam tccn 
designed to fit the "Maine 
model" for homebased services, 
with the understanding that dur- 
ing 11% second and third )es;s of 
operation, state agencies will 
work to replace foundation sup 
port Mith state funds 

Having reached a reasonable 
plateau in the transition from a 
few experimental programs to a 
well established statewide model, 
attention is being focused on the 
areas of training and program 
stability, management infoima 



tion and program evaluation and 
cost effectiveness 

Training tnd Progrsm 
Stability 

Basic prerequisites for mem- 
bers of the counseling teams m 
elude successful dire^'t care^treat 
ment experience with handi 
capped, disadvantaged or "at 
risk** children and, of secondary 
importance, a related educational 
background Good results have 
been achieved by highly moti 
vated persons with less than a 
Bachelor's degree, a "native's" 
knowledge of a ccmmunn>'s or 
region's mores will often be far 
more crucial than the credentials 
or lKen<es of an outsider m gam 
mg entry into the homes of 
c^ronicall) tr'- '^''►d families 

Counselor partivipate m 
training proi > jnJ weekl) 
clinical supe, ,sion sessions, 
which are required by all of the 
programs In addition, the sup 
porting state agencies offer an 
annual training program involv- 
ing key resource persons from 
within and outside of the state A 
2-day conference 'O sponsored 
by ^'»ine and New Hampshire, a 
seminar conducted once a month 
for nine months and a 5-day resi 
denlial program have all been 
used as formats for this special 
training ' 

Program stability— mciudmg 
staff retention issues— is the re- 
sult of mt^y fsrcrs 'Ah.cn arc 
still being explored In general, tt 
IS believed that programs housed 
in large, mutripurpose agencies 
may be more stable than those 
where the homebased service pro- 
gram represents 50 to 75 percent 
of an agency's toral operation 
Not only docs the larger agency 
have more staff and other re- 
sources to ticet specific program 
needs, it also provides more op 
'portunities for informal sharing 
among staff members and mutual 
support activities 



Informal research conducted 
during the past year on staff 
stress and turnover indicates that 
opportun.iies for staff training 
and professional development 
.p{a) a key rote in staff retention 
The state is considering the possi 
bilit) of offering partial tuition 
assistance in appropriate 
Master's degree programs to 
counselors able to make a 2>)ear 
commitment to a program Final 
ly. self organized but state 
supported monthly meetings of 
counselors from the various pro 
grams hive proved to be a vital 
ingredient in their mutual growth 
and success 

Managemtnt InformaCion 
and Program Evaluation 

Each homebased program w^s 
encouraged to establish its o^n 
reporting format and evaluative 
procedures At six and 12 months 
after case closure, all programs 
were expected to make contacts 
Mith families served to determine 
family composition and general 
level of functioning related to the 
child originally identified as the 
client One of the original home- 
based projects adopted a Nine 
Point Scale of Family F(.nction 
used b) other programs in that 
agenc) to measure the degree of 
chanje between case initiation 
and case closure To the pro- 
gram's surprise, the intervention 
and support services p'cvjd :c te 
SI effccii.c with JO called 
"crisis*' families as with those in 
a "chronic" state of maladaptive 
behavior One program report 
contains quarterly statistical 
synopses and i sample of anec 
dotal case summaries vkhich pre- 
sent useful information for legis- 
lators and others not involved in 
social service delivery 

Although there are no plans to 
standardize the narrative report 
ing from programs, there has 
been an effort during the past 
year to develop uniform stand- 
ards and procedures for collec 
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iion of caw and stitiMicil daia so 
thai tnformaiion can b« rcgutariy 
collected at the state level, au^e- 
gated and used for overall report- 
ing, planning and de\e!opmeni 
acfititin Information on re- 
ferred and accepted fi- ihes ar.d 
the intervention provided will be 
collected al referral, intake (of 
accepted families), during inter- 
vention and at case closure The 
expressed satisfaction of the 
clients, families and referring 
agencies will also be included 

"Hard" data is not currently 
available, but some of , ^e orig- 
ir al five projects ha\e reported 
Sb cess rates^in terms of main 
taming the family unti following 
inter\ernon— as high as 12 per- 
cent 

The following case vigneiies 
illudraie two such successes 

In one case, a protective serv 
ices worker identified a 3 month 
old girl ts a "failure to ihri\e" 
infant A normal courseof action 
might have btcn lenporary 
placement of ihe baby in a foster 
home, «iih the recommendation 
that the parertis seek counse'lmg 
at a mental health center How- 
ever, the case was ideniified in an 
area served by a homebased prO' 
gram and a referral was mad« 
The counseling team learned that 
»hr T.Ot^•cl had been a victim of 
childhood incest and was uncon- 
sciously pre\enttn| the father 
from having any contact with 
their daughter, their Ttrst child 
His frusiraiion and angei at this 
behavior was causing him to reaa 
violently to his wife and 
daughter Through family coun- 
seling, these issues were aired, the 
mother was introduced to a local 
support group of incest victims, 
and the father learned how to it- 
channel his anger The infant was 
never removed from th< home 
but rather began— and con- 
tinues— to thrtve 

In the setond instance, a 
mother wuh five children by four 
absent fathers was referred by a 



public health nurse after her 10- 
year -old daughter «ittiiipied 
suicide with her i2-year-old dia- 
betic sister's insulin At a presen- 
latior. by the counseling team to 
the program's steering commit- 
tee. It became clear that the 
mother had an alcohol problem, 
that one of the fathers had an in 
ccstuous relationship with ihe 12- 
year-Old. that another father was 
a d)Ug dealer and was in\ol\in| 
the children in drug use. and that 
the only boy in the family, a 9- 
year-old. was becoming seriously 
disturbed, partly because he 
lacked healthy male role models 

ironically, the steering com- 
mittee included represeniati\es of 
menial health, alcohol and sub- 
stance abuse pretention, and sex 
ual abuse treatment agencies, yet 
none had e\er had any contaci 
with the family nor realistically 
expected the family to appear in 
iheir waning rooms Local school 
representaii\es on the steering 
committee (Guidance and Special 
Education) knew thai the chil 
dren had been truant 60to 75 per- 
c;nt of the school year but had no 
other knowledge about the 
family 



As a result of the intervention, 
the drug dealing father was in- 
dicted, the incestuous relation* 
ship was ended, the mother wis 
connected with a local Alcoholics 
Anonymous chapter, and a "Big 
Brother" was found for the boy 
The family still has massi\ e 
needs, but us ability to cope with 
problems is Significantly im- 
pro\ed 

Cost Efftcli^cntss 

tn general, a 2-ieam home 
based ser\ice with a half-time ad 
mmistrator. a full time secre- 
tary/bookkeeper, chnical super- 
vision once a week, and necessary 
tra\el. t^aininf. materials and 
space resources, can be operated 
for between $130,000 and 
Sl50.000annually 

One team can pfO\ide ser\ice 
for three to si« cases at a nme. of- 
fering three to siv direct contaci 
hours per week and six to II 
hours of collateral contact 4>er 
case \Kith a maximum of 12 
weeks of inter\en(>on per case, 
and on the basis of a 4g wctk 
year (to allow for \7cat1cn and 
sick lime and some training 
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Hoin<buOd(rt 
(Contirtuti from ptt 17) 

(imc), two teams can serve a lotai 
of 24 [0 4t cas«s per yeir Us>nt 
the hifher program cost of 
SI 50.000. this reprcstnis a 
"unit" cost of from $3,125 to 
S6.250pcrcas« Compared to the 
costs of vinous types of ilterna 
live out-of-home place- 
ments—foster care, S4,500. 
ttoup homes, SlO,000 lo 
S]2,000. emergeTKy shelters, 
SI5.000. siile institutions, 
S20,000. and treatment centers, 
S25.000 to S30,000-which do 
little or nothing to improve 
family funciiomnt ind hive no 
impict on Siblings, these Hgurex 
represent « substaniiit livings 



Coupled «tih the success rates re 
ferred to previousi). it is no «on 
der that Maine's )oiith serving 
departments havt positive feel' 
ings about expanding homebased 
services to unserved treas of the 
siaie At this cost, and •*,\\Y\ this 
history, ihe Maine model really is 
"suchidett*" ■ 



'Th« Ocpdiimcni of MccitilH<ihhin4 
Mcniil Krtir4ii»on lh« Drptiiimni 
E^tKilKMul in^ Cuttvril Smim lh« 
DcpdriitKCii CofimKM.1 in4 lh« D( 

ih« In«rtfrp4nincntil CMnimMin. wnh % 
pr>m«ry focvi on coofdmittOM ol 
ihiM t'>d fim»fy i«r»>cc» 

'Miint I M(4K4t4 tfon rm pro- 
ti4< mm^rKCteni for oui P*(km mtv 
•en 4<li><r(4 by mrMit heahh ttnm 



Miff in tny kK 

111 hritih (cnur friviic M«}iciid pio- 
»i^ri ho«r><r. ciniUim r<imburi<rrwni 
• h<(tv<( mvKO art ^livcrH iikIu4ici| 
lh<h*mc 

CHILDREN TODAY. JiB Frt l^'t 
)<*u»r<ilU fM rimitm in Cnui' %y 
lick Horn, ^hoiot* Todty. Of< 
It74. and 'HomtkuiMcri Knptni 

ti4ii ModKn ThoRus rirmiAi in4 Da« 

0"»ctl ?iKho/ct* Vol 41 No 4, it77 
■TiM Honvf^Mn" name hii brrn 
c*pri|hi(4 Uffrduc linuir) ItM) ^ 
l<hi\K>fil S<><ncn IciMiiuK. ItK (iSI). 
1717 S Mill ri. Fc^ril Hiy Wiih 
noo) tSI Miff mcmbcii M>< rncowr 
«((4in4 iuppon(4Mlu>('i>cti>HiCt 

^Onc >i|ntfKint inovfcr f«f infornu- 
l»*n in4 itiiiiifxc rtUitd c* iKf iriinmi 
of (>o«(c**i<< ifrvtce pr«vi^ri n lo»i 
ChtM«n 1^4 Fi3ta> SrrvKO llOl ^tl 
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Prepared Statement Ira S Loirie, M D . Child and Adolescent Service System 
Program, Underserned Populations Branch, Office of State and Community 
Liaison, National Institute of Mental Health, Alcohol, Drug Abuse, and 
Mental Health Administration, US Department of Health and Human 
Services 

Background 

li '^e^ponse to Inquiry as to whether there la an Increase In Inappropriate 
psyc. . xc hospitalization of adolescents, the Child and Adolescent 
Service Systen Program of the National Institute of Mental Health (NIMH) 
offers the following Information. This statement has been prepared for 
the Department of Health and Human Services by Ira S. Lourle, M,D., a 
child psychiatrist who directs the Child and Adolescent Scrvl»-o System 
Program at the Institute. 

The recent landmark study by Jane Knltzer, Dnclalned Children ^, reports 
that there are 3 million seriously emotionally disturbed children and 
adolescents In the United States, and ^hat 2 million of these children 
are not receiving appropriate mental health care. Statistics collected 
by the National Institute of Mental Health Indicate that the Increase In 
private psychiatric admissions from 1975 to 1980 was less than 2CJ0 or 
less than 5 percent (see attachment). More recent national statistics 
are not available. Several explanations exist for Increases In the 

^ Unclaimed Children: The ^allure of PnMlc Reaoonslbilltv to 
Children and Aoleao ents in He rd of Mental Health Services . Children's 
Defense Fund, Washington, DC, 1982 
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rate of hospitalization of adolescents with emotional problens. In some 
instances these admissions are inappropriate. However, nost of these 
admissions are medically necessary based on either diagnosis or level 
of functioning as well as the availability of community alternatives. 

When they occur, inappropriate admissions are the result of several 
factors. It is true that increased and/or inappropriate admissions may 
sometimes reflect a profit motive and/or poor medical practices. The 
extent of t.Mi prooiem has not b^en delineated, but is most likely 
focused in circumscribed areas, around particular programs, A second 
factor is the inexact nature of psychiatric diagnosis is only a developing 
science and, therefore, treatment planning becomes an empirical process. 
Until the effectiveness of different treatment modalities can be better 
documented, it will not be entirely possible to determine prospectively 
when hospitalization should be used and when it should not. In retrospect 
it is often easy to discover cases in which a hospitalization was 
unnecessary, but, given the state of the art, it is much more difficult 
to make those determinations prospectively. 

The major cause of inappropriate admissions is the lack of available 
appropriate alternatives. Present funding and program strategJej 
do not allow for t.^e utjvelopment of the range of programs between 
traditional outpatient therapy and hospitalization or other residential 
treatment modalities. Professionals and families are faced with either 
trying an inappropriate hospitalization or an ineffective outpatient 
psychotherapy approach. Even if group home or day treatment alternatives 
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are available, those services are rarely covered by present Ledical 
insurance plans. Children can take advantage of these less restrictive 
alternatives only if they qualify by virtue of their involvement in 
another child serving system: welfare, Juvenile Justice or special 
education programs. 

Services for emotionally disturbed obildren ar.d adoleijcents need to be 
comprehensive enough to address a wide range of problems. A continuum 
of care must be provided in which each individual child can obtain the 
level and type of services needed at any one time. The components of 
such a system must include family and community-based resources as well 
as acute, intermediate, and long-term 2l|-hour programs. A principle 
basic to this service continuum is that an individual's needs are 
expected to change as he or she develops and as his or her family 
changes. This may be reflected in either steady predictable growth 
or in rapid unpredictable fluctuations, both of which may require 
related changes in those services needed. 

The primary link between the continuum of services and the child or 
adolescent is the family. Tho parents or guardian; have primary 
responsibility for initiating services and must participate in the 
planning for their provision. Ideally, the parents have ultimate 
control over what services are sought and accepted. There are exceptions, 
such as when a court removes such control from a family. Parents 
have differing abilities to accept and live with the symptoms of a 
emotionally disturbed nhild or adolescent. Some can accept treatment 
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while the child or adolsscent lives at home; some cannot. Parents are 
the Dost important resource for their child and they oust be given the 
necessary support to fulfill that role. In those cases where parents 
are not able to aid, tolerate the behavior of, or act in the best 
interests of their child and the court removes control of a youngster's 
care from the family, the State beccmcs the gua<uian until such time 
that the parents are again able to perform their role adequately. When 
the State elects to assume the parental role, it must do so in good 
faith, and with the best service interests of the child and restoration 
of the family unit as first priorities. 

Within the continuum of care it is necessary to make assurances that 
the various service components are coordinated, that service needs are 
assessed and that missing service gaps are filled. While parents often 
play this role alone because of the lack of help, the role is best 
accomplished as a cooperative effort between parent/guardian and a 
conmunity-based coordin^^tor (or an "identified service resource"). 
While this is similar, to the case manager role in the adult chronically 
mentally ill service system, it differs in the integral part playea by 
the family and in the frequent use of the Juvenile court and school 
special education teacs as aides in case planning. The locus of this 
coordinator role Ccnnot be predetermined, and should be developed 
in concert with the major needs of the individual and the availability 
of such coordinating capacity in the family and/or various community 
agencies. Without such a primary service person responsible for 
coordinating the treatment plan, it is nearly impossible tc assure 




ERIC 



172 



adequate services and proper placement for an Individual emotionally 
disturbed child or adolescent. 



The Required Rang^ r,r .SprvioAn 



Th? serv l fi^rff nefirtfi^l t)Y children and artole..nPnt..n a^ n ned P,.. ^nnt.inn,^]]y 
d i sturbed tnt . O riVf malor arfta.i. Th<>v app: m e ntal h^Alth rprp, 

phYS l cal hfiRlth care. ^Am^lv■ prtn^^t^onal. Anrf pn viroWnhal. The 
proper care of each individual child relies on a proper balance and 
integration of these services. None of these five can be viewed in 
isolation, as each cc-apoient is dependent on the others. These needs 
must be considered in plan.Mng for all emotionally disturbed children 
and adolescents, whether the c*se is ambulatory or in a 2iJ-hour care 
setting. 



The service needs of the severely emotionally disturbed child or adolescent 
are differentiated from those who are less severely disturbed by the 
attention, special quality and length of time required to provide 
services, such as those available in residential settings and in specially 
designed educational programs. The needs of the emotionally disturbed 
child or adolescent are not the same as for emotionally ill adults. With 
adults the needs relate to housing, maintenance, and vocational 
rehabilitation. With youth they relate u.ore to the need for a family 
or family equivalent and for educational and habilitative services. 
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Hrntal Health Care This area includes treatment plans geared towiird 
Blninlzlng or alleviating the organic and/or purely emotional deficits 
or their impact. Modalities used include psychodynamic, behavioral, 
group and fasily therapy as veil as psychopharBaoologlc treatment. 
These interventions may be perforncd in any one of a range of settings 
from outpatient to fulLtiae inpatient or residential care, as dictated 
by the needs of both the patient and his/her family. 

f . totgal Hg^Uh C^ ^ re These services are aimed toward maintaining 

and maximizing physical health, promoting normal growth and development, 

and treating any related or concurrent health problems. 

Eaail:: The ability of the family or family equivalent to live with 
and act as a corrective agent is crucial in the care and treatment 
planning of a emotionally disturbed child or adolescent. In all but a 
small number of cases, the fanily is responsible for the day-to-day care 
and treatment coordination for a large part (if not all) of the course 
of the disability. For the ciost part, the greater the family's ability 
to support the child, the lesser the need for oMt-of-hoiso care and more 
extensive interventions. When the family itself requires support in 
order to batter work with their child, that support should be available. 

Edu cat i onal ^^ftrvlfift . i Mastery of learning is a major task of childhood. 
Mental illness often aiakes the child or adolescent unavailable for a formal 
learning experience, others may have learning or language disabilities. 
The autistic, psychotic, mentally retarded, or severe behavlorally 
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disordered child or adolescent will each require different types of 
educational programs, facilities, and staff. There is a special need 
for carefully coordinating other service efforts with the efforts of 
the schools, an^ maximizing the prograrcs required under P,L, 9''^-1^2, 
"Education for All Handicapped Children Act." 

{En vironmental Needs Emotionally disturbed children and adolescents 
require a special level of structure in order to allow tb^'n to perform 
at their optimal level outside of family and educational settings. These 
include recreational and, where appropriate, vocational programs. 
These programs enhance peer group contact and offer the potential of a 
full life experience. 

Services in these five areas should be provided within a continuum of care 
which includes placement options in both resi'iential and family settings. 
Some children will move back and forth between the two settings ap 
their individual treatment needs dictate. In making this determination 
as to the appropriate placement, three basic factors must be evaluated: 

(1) The capacity of the child or adolescent to function in the 
family environment; 

(2) The capacity to function in a community-based 
educational environment; and 

(3) The capacity to function 'n the community environment. 
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Assessment Qf Arsn? 'onriate Service Level 

The assessment of the capacities discussed above requires that a 
professional team and the family work together to deterraine the full 
range of needs and capacities to be addressed. The professional evaluation 
oust Include appropriate mental health and physic 

al health care professionals as well as educational professionals and 
those from other community agencies. V/hen 2i|-hou^ residential care is 
felt to be most appropriate, such resources must also be included in 
the planning effort. 

The role of the family is of paramount importance in both planning 
and in decisionmaking. Parents are responsible for the welfare of 
the child or adolescent and must participate in, or at least consent 
to, a particular treatment plan. The cooperation and participation 
of the family is a major factor in the long- and short-term success 
of any treatment plan. The capacity of the family to tolerate and 
work with the cliild's problem in support of a treatment plan is a 
major determi.iant in the selection of the most promising treatment 
modalities and resources. At times the ideal treatment plan is a 
Compromise between the family strengths and needs and the patient's 
psychopathology, needs, and capacities. 

The first assessment parameter, functioning J n the fanily , reo.ulres 
that the child have « certain level of Interpersonal competence. 
Also, the family-equivalent must be able to tolerate the troubling 
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symptoDS or behavior and support a treatment process. Therefore, 
the need for structure will be based on both the youngster's level 
of functioning and the family's ability to establish structure. While 
the basic concern is that the child receive appropriate treatcent 
for his or her mentrl illness, it must be reuieabered that families 
have a limited ability to protect the child and others from destructive 
and dangerous behaviors. If family outpatient interventions and/or 
behavioral management approaches are unsuccessful in mediating the 
mental illness or in controlling behavior, a more consistent and tightly 
controlled environment may be necessary. Another concern is that 
the family or the family equivalent is not made dysfunctional by the 
youngster's probleos. If the family cannot handle the problems that 
a emotionally disturbed child or adolescent introduces, the parents 
and/or siblings may theoselvea develop emotional problems or becoi,^' 
less functional. 

At the same time the child or adolescent is functioning in the family, 
he or she must also be able to funntlon in an oHnpa tlonal envlronr^gnt . 
Learning is a major task of childhood and every opportunity to learn 
oust be used. If an individual cannot be maintained in a regular 
classroom, alternatives should be available in the community. These 
include special classes in regular school settings (which allow for 
main streaming) and, in cases when a child neeJs further supervision 
or a more controlled setting, special day programs. 
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When a child or adolescent Is able to live at hone and perform in a 
comzaunity school pro^^ram, he or she must still have the capacity to 
function In the oog»murltv. As with the fanily, the community must 
be able to tolerate the behavior. Behavior which is difficult to 
control, including delinouent acts, may indicate the need for a nore 
consistent and tightly controlled environment. This may be offered in 
the community by enhancing, through support, the family's ability to 
control the child or through the use of structure potentially available 
in the Juvenile justice system. Functioning in the community also includes 
participation in recreational and, where appropriate, vocational 
activities. This requires the availability of resources that will 
provide the level of supervision needed by the individual. Of equal 
concern is the child or adolescent's ability to interact with peers 
in a nonsohool setting. Youngsters with euotional problems must have 
ample opportunity to interact with children their own age, to benefit 
from positive peer group experiences, arid to be protected from negative 
ones. 

Whon a youngster is not functioning well in a family-based setting, 
an assessment must be made as to where additional support is required: 
in the family, in the school, and/or in the community. When the treatment 
needs cannot be met in the family-baserf setting, community resources should 
be available for support. If it becomes evident that community-based 
resources do not meet the feimily's treatment and support needs, out-of~home 
placement in the most appropriate treatment setting should bo considered. 
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ApnropriatA Placement- in Re^ 1(1^nHal Care 

When a child or adolescent appears unable to function in a family, 
attempts oust be cade to alleviate the problems before he or she is 
placed outside the home. Cental health services for the family, or 
individuals in the fanily, should be cade available. Partial 
hospitalization (day treatment, evening, or night care) can also be 
used to help the family and patient live together. When acute hospital 
care is available along with family crisis intervention, family support 
services, and therapeutic camps, the need for inappropriate long-term 
residential care can often be avoided. If these resources are not 
sufficient within thenjselves, alternative family situations such as 
group hones or therapeutic foster hoties may allow the child still 
to receive care in the coLiwunity although outside the faraily. For 
children who cannot live at home or elsewhere in the comounity because 
of the nature of their own or their family's problems, 2il-hour care 
in a hospital or residential treatment center should be available. 

If the child cannot function in a community-based educational environment 
a decision must be made as to whether the child would be more appropriately 
placed in a 2^-hour care setting even if the child can function in the 
family. When the child's inability to function In an educational 
setting is based on educability alone, community-based habilitation 
programs, workshops and other sheltered programs should be available as 
educational alternatives. When such a child is unable to junction in 
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these settings, residential care eight be needed to meet the child's 
learning needs. 

Lastly, If the individual cannot function In the cocmunlty, additional 
support systems should be available. Highly structured and supervised 
programs can be used to help the youngster spend his or her tiae outsido 
the faally and educational settings in a helpful and productive way. 
Some adolescents can benefit most from services In less structured 
community-based "alternative" mental health services. Patterned after 
drop-In centers and runaway houses, disturbed youth can often use 
such settings to remove themselves from age-appropriate adolescent 
and family developmental struggles. This eases one cause of stress 
In their environments, thus making both them and their parents more 
amenable to treatment for underlying emotional problems. In other 
cases, Interventions In the juvenile Justice system, such as probation, 
may facilitate the treatment process. In cases In which the child 
cannot function veil In the community (usually by exhibiting out-of-control 
behavior In tY immunity), a residential setting should be considered. 

When a full continuum of services Is available, the child or adolescent's 
needs can be continually met In the most appropriate setting. This 
allows for movement from one level of service to the next as the level 
of functioning changes. This concept of placement Is the most appropriate, 
least restrictive, treatment structure and assures that there Is ample 
opportunity for the youngster ir. residential care to return to the 
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family and the coomunity when ready and, conversely, when residential 
care is needed, that it is available. 

TVenty-four hour pro^rat.s in hospitals or residential treatment programs 
should offer adequate services in all five areas of service concerns: mental 
health care, physical health care, family, educational, and environnental 
needs. It cannot be assumed that 2i|«hour supervisory care is adequate 
therapy within itself. Institutions that provide only a caretaking function 
are not therapeutic and have no place in the treatment of emotionally 
disturbed children and adolescents. Programs that do not work with the 
family while the child or adolescent is in care have less ohance for a 
positive outcome. 

Mental health care is offered as 2ii-hour care through various treatment 
modalities. Individual, group, and family therapies along with the use 
of psychotherapeutic drugs, behavioral and nilieu therapies are among 
the available techniques. Each should b<' prescribed as part of an 
overall treatment plan that integrates all the aspects of residential 
and community-based programs. Environmental concerns are included in 
residential programs through the milieu process. 

A full range of physical health care, including well-child, developmental, 
and pediatric treatment resources should be available in all residential 
settings, '-mile this is self-evident with such medically based problems 
as anorexia nervosa, it is often neglected in others. This is especially 
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true with adolescents whose developrental body changes are often 
interrelated with their einwv,ional problems. 

Family needs are the nost often neglected in a 2i|-hour setting,. Because 
these special placements are often provided on a regional basis the 
distance between the hone and placement becomes a limiting factor on 
many families* ability to be part of the treatment plan. With those 
patients who ha^^e been placed because of the f'lmily's inability to work 
with them, it may be v^ifficult to engage the family in a constructive 
way. Yet these families nust bo reached and worked with. If the 
family cannot vi3xt the program, community services should be used to 
work with them. Not to work with the family directly or indirectly is 
unacceptable. There Lust be preparation for the youngster* 5 return home. 

Educational needs must be net in residential set^ing3. This major life 
task of children must be inc'ividualizec to allow optimal learning for 
each child. A wide ranz- of educational opportunities must be made 
available to meet the various needs of the Individual. If appropriate 
for the patient, a aaj&r portion of the day should be devoted to education 
activities. Extremely disturbed or retarded children should be offered 
«n individualized! ippropriate learning experience. 



In FY 198^ Congress mind-^tod that the National Instituca of Mental 
Health (NIMH) develop a new service systera initiative for severely 
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eooticnally disturbed children and adolescents. As a result NIKH developed 
the Child and Adolescent Service System Program (CASSP). In FY 198^ $1.5 
million was appropriated for this program with $3.9 million in FY 
1985. CASSP IS the natural product of all the definitional, epidemioloelcal 
and service delivery issues presented in this stateraent. The major ^oal 
for the program is to promote the development of continuum of care for 
all severely emotionally disturbed children and adolescents in the 
cocnunities in the country. 

In order to cieet this goal the program supports the creation of state- 
level foci for severely emotionally disturbed children and adolescents 
(under the auspices of the chilli aentai health authority). All component 
agencies, public and private, are called upon to become part of a 
coalition to assure the appropriate provision of services. These 
agencies at the State level include: mental health, heelth, education, 
welfare and juvenile Justice programs. Alternative youth services and 
advocacy groups njust also be included as equal partners JLn this coalition. 

Drawing on the experience of the NIMH Community Support Program, the concept 
of advocacy for system development has been incorporated in thi.s program. 
All parties and agencies interested in meeting the needs of troubled 
children must learn to work together at the State and local levels to 
1) identify service gaps and barriers, 2) develop needed service options, 
and 3) develop mechanisms for overcoming barriers by changing regulations, 
legislation and/or established funding patterns. 
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Once cOQprehenslve systea building has oeveloped at the state level, 
CASSP proootes the translation of these systems to the community-level. 
Consistent with the child advocacy recoraaendations of the Joint Comnjssion, 
CASSP supports a systea which develops policy at the oiost effective 
governijjental levels and then creates a pyramid system so that policy is 
then filtered down to local programs and individual children and families. 
Of course, a major component of this type of system is to develop 
mechanisms to assure that case-level input is available to the top- 
level policymakers. Coalitions of service delivery professionals, 
advocates and con^uciers are the necessary participants in this type of 
process. 

CASSP, on a fust-level, requires that States create an office to 
fccus on services for severely emotionally disturbed children and 
adolescents. Tnis office is rquired to define the population, perforia 
a needs assessment, develop a plan, and create strategies for the 
iiEpleaentaticn of the plan. All agencies involved with the population 
should be in;.Iuded at a policymaking leveJ, appropriate for that particular 
State. States are also required to provide technical assistance to 
entitles (State and local) within their Stave and in neighboring States. 

Ater the State-level pro^ran has been Instituted, although not necessarily 
conpleteO, States are nsxc required to demonstrat* the same planning and 
strategy developisent on a second- or community-level . While these 
local system ''ullding components may be sx^deled after stat^-level 
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programs, it Is Important for corcraunity systems to adapt to the unique 
characteristics of each individual locality. Just as state-level 
systeo building is geared to the available strengths and resources 
within the State agencies and constituencies, coonunities must build on 
a sioilar coobination of available resources. 

At the tine of the preparation of this testinonyj NIMH has 14 active 
CASSP grants. Eight more States will be funded by July 1, 1985, for a 
total of 22 grants. (See attached list of 1S84 and 1985 applications 
and funded States.) Sone of these grant proposals provide for the 
e::pansion of sophisticated State systems. Others are from States in 
which there had previously been no functional child mental health 
system. While the success of this program has yet to be evaluated, the 
concepts hold great promise. A great majority of the States, with or 
without Federal funding, are moving in the direction described in this 
statement. At the time of the first grant announcement, in December 
1983, kl\ out of a possible 5^1 State and Territorial entities applied 
for CASSP grants, even though it widely known that only 10 could be 
funded. The enthusiasm for the development of coherent, approprif.te 
and comprehensive services for severely emotionally disturbed children 
and adolescents is at an all time high. We can now look toward a 
decade in which major advances in the funding and availability of these 
services are at hand. 
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